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© STERILITY 


Q. A 28 year old woman who has been married 
more than four years is concerned about her ap- 
parent sterility. When I first saw her, she com- 
plained chiefly of a “nagging” backache of sev- 
eral months’ duration. Her history was essentially 
normal. The menarche started at age 14 with a 
35 to 40 day cycle of six days’ duration; she has 
cramps on the first day of each period. The gen- 
eral physical examination yielded no important 
findings. A pelvic examination revealed a retro- 
verted, retroflexed uterus of average size. Labora- 
tory findings were as follows: blood cholesterol 
175 mg. per cent; urea nitrogen 11 mg.; blood 
sugar 70; protein-bound iodine 4.9; hemoglobin 
11.6 gm.; hematocrit 38 per cent; sedimentation 
rate 27 mm., and white blood cell count 9200, 
with normal distribution of cells. A routine Papa- 
nicolaou test revealed no grade 1 neoplastic 
cells. A cytologist reported that vaginal smears 
collected daily by the patient for two consecu- 
tive months showed no cyclic variation, and 
estrogenic stimulation did not occur at any point 
in the cycle. 

The backache has responded well to simple 
physical therapy. The patient has been placed on 
a high protein diet supplemented with oral hema- 
tinics, and antianemic therapy has been insti- 
tuted. In view of the lack of estrogenic stimula- 
tion, what treatment is suggested for her sterility ? 


M.D.—New York 


A. We are inclined to doubt the cytologist’s 
report that there is no variation in estrogenic 
stimulation in a woman who menstruates regu- 


westions answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


larly, even though the cycle is 35 to 40 days in 
length. The very fact that she menstruates with 
this degree of regularity indicates normal stimu- 
lation of the endometrium to growth and prob- 
ably to secretory activity. These studies should 
be repeated and confirmed before being accepted. 

It is important to determine whether or not 
the uterus is in movable retrodisplacement. Back- 
aches in women are rarely due to retroversion of 
the uterus. The fact that the backache responded 
to physical therapy indicates that it was due to 
muscle strain rather than to any pelvic condi- 
tion. No mention is made of the condition of the 
cervix; this should be investigated thoroughly 
and any abnormalities should be corrected. The 
patency of the fallopian tubes also should be de- 
termined by air insufflation or, preferably, by 
hysterosalpingography. Finally, the patient’s hus- 
band should be sent to a urologist for sperm 
analysis and treatment if indicated. 


PSORIASIS 


Q. A patient has had psoriasis of the finger- 
nails and toenails for 10 years. All treatment has 
been unsuccessful. What do you advise? 


M.D.—Illinois 


A. For psoriasis of 10 years’ duration, I sug- 
gest giving 100 mg. of pregnenolone acetate four 
times daily. I have seen some excellent results 
with this drug. It is completely harmless to the 
patient, although in some women it may tem- 
porarily change the menstrual cycle. 

(Continued on page A-20) 
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© FRIGIDITY 


Q. A 49 year old married woman has been 
frigid for the past two years; her climacteric oc- 
curred one year ago. She has had 10 children, 
and her home life appears normal. What therapy 
do you advise? 


M.D.—Michigan 


A. If frigidity is a major problem, management 

should begin with more than a casual explora- 
tion of relations between husband and wife, since 
the psychic basis for frigidity may predominate 
over the factors of aging and waning ovarian 
function. The pelvic viscera should be examined 
for signs of a local condition that may bear on 
the problem. 

If these investigations reveal no satisfactory 
explanation, the physician may administer andro- 
gens after explaining to the patient that some 
masculinizing symptoms may occur as a side 
effect. These symptoms usually do not occur if 
the dosage is not too large and if the treatment is 
not continued over too long a period. A satisfac- 
tory dosage is 25 mg. testosterone propionate 
administered hypodermically twice a week for 
four weeks, followed by 5 mg. methyltestosterone 
LINGUETS® given every other day for four weeks. 
Treatment is then discontinued. , 


© ATHLETES’ DIET 


Q. Should high school athletes drink milk on 
the day of a game? It has been reported that 
this makes the boys sluggish and gassy. 

Could you suggest a general diet for high 
school athletes? What diet should they have on 
the day of a game, and how long before the game 
should a meal be eaten? During the tournament 
season, the basketball team sometimes plays two 
games in one day, usually at 2 P.M. and 8 P.M. 

M.D.—Indiana 


A. There is no reason why athletes should not 
drink milk on the day of a game, since no physio- 
logic evidence exists that milk makes a person 
sluggish and gassy, except for the occasional one 
who is intolerant to milk. The general diet for 
athletes recommended by the National Research 
Council is: for boys 13 to 15 years of age, 3100 
calories and 85 gm. of protein per day; for boys 
16 to 19 years of age, 3600 calories and 100 gm. 
of protein per day. An increase in calories of 25 
per cent is generally accepted as the minimum 
required by athletes. 


Your Questions Answered 


The usual recommendation is that an athlet. 
have a light meal two or three hours before th: 


game and then have a heavy meal after the game 
if it is desired. 


© SIDE EFFECTS OF MEDROL® 


Q. A 56 year old woman has arteriosclerosis 
and ulceration of the legs. Three months ago, | 
prescribed 4 mg. tablets of Medrol twice daily. 
There were no side effects after three days, and 
the fluid intake and output were in balance. | 
risked administration of the drug for an addi- 
tional 10 days; the patient was not observed 
during this period. Water retention in the trunk 
area and erythema developed, and the upper sec- 
tions of the thighs became edematous. The pa- 
tient has a large pendulous abdomen, which be- 
came hard and resistant to the touch. The wall 
of the abdomen seemed to be thickened, but ac- 
cumulation of fluid was not apparent. 

The patient’s condition improved with a main- 
tenance dosage of digitalis and THIOMERIN® with 
DIURIL®, However, the abdomen is somewhat 
pendulous, although less so than before; the 
thighs have not returned to normal, and there is 
some edema. 

I would appreciate information about the side 
effects of Medrol and suggestions regarding fur- 
ther treatment. 


M.D.—New York 


A. Clinical studies of the metabolic and anti- 
rheumatic activities of methylprednisolone 
(Medrol), reported by Boland and Liddle (Ann. 
Rheumat. Dis. 16:297, 1957), showed that this 
compound is essentially the same as prednisolone. 
The sodium-retaining and potassium-losing ac- 
tivities of Medrol may be slightly less than those of 
prednisolone, but Medrol is at least as powerful 
a nitrogen-wasting agent. Medrol produced the 
same degree of inhibition of pituitary-adrenal 
function as did prednisolone when the two sub- 
stances were given in equal doses. 

The clinical details given in the query do not 
include a diagnosis other than arteriosclerosis 
and ulcers of the legs. Indications for steroid 
therapy are not clear. A dosage of 8 mg. Medrol 
per day is sufficient to produce features similar 
to those seen in Cushing’s disease in many post- 
menopausal women, but these symptoms should 
gradually disappear when steroid therapy is dis- 
continued. 

(Continued on page A-22) 
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© REPAIR OF ANAL SPHINCTER 


What criteria are used in choosing the prop- 
er time for repairing the anal sphincter after re- 
moving an anovaginal fistula? 


M.D.—lIowa 


Following operation for anovaginal fistula, 
the wound should be well healed and sufficient 
time elapsed to permit scar tissue to become firm 
before surgical repair of the anal incontinence is 
attempted. 


MICROCYTIC ANEMIA 


If the oral administration of iron is not 
tolerated, would intramuscularly administered 
preparations in the form of iron peptone and fer- 
ric ammonium citrate be of value in treating 
microcytic anemia due to intestinal parasites or 
malnutrition, or both? 


M.D.—Puerto Rico 


I do not know of any intramuscularly ad- 
ministered iron preparation in the form of iron 
peptone or ferric ammonium citrate. The most 
commonly used preparations on the American 
market are those containing iron dextran. These 
agents are of value only when the anemia is the 
result of a low iron state, which might be caused 
by loss of blood, poor absorption of iron, or an 
inadequate intake of iron due to malnutrition. If 
parasitism could produce such processes, it could 
contribute to the low iron state. 


© CHRONIC PREPATELLAR BURSITIS 


A 42 year old man in good health has had 
a massive swelling of the prepatellar bursae for 
the past 10 or 12 years, recurring at two to six 
week intervals. The swelling has never been red 
or feverish, and it causes no particular discom- 
fort until quite advanced. Tapping has been done 
with each recurrence. The patient has no his- 
tory of rheumatid or rheumatoid-type disease, 
and his other joints have never been affected. He 
has had no serious illnesses or operations. 
Intramuscularly administered hydrocortisone 
several years ago and orally administered cor- 
tisone approximately two years ago did not affect 
the swelling. Numerous tappings of both bursae 
have yielded 100 to 300 cc. of thick, yellowish 
and moderately turbid fluid with very few cells 
and no crystals; a culture revealed no organisms. 


Your Questions Answered 


Anteroposterior and lateral x-rays of the ar 
including the knees, showed no calcification. 
much as 100 mg. hydrocortisone has been ; - 
jected directly into the bursae after tapping. \\ 
though the first few injections were helpful, + - 
cently they have had no effect. 

What further studies and therapy would y« 
suggest? Is excision of the prepatellar burs: 
indicated? 

M.D.—Oklahoma 


Frequently, when recurrent prepatellar bur- 
sitis becomes chronic, it may not respond to as- 
piration and the injection of hydrocortisone. Ad- 
ditional studies probably would not be helpful i: 
the situation described, and, certainly, the gen- 
eral administration of cortisone has not proved 
effective in treating this condition. When this 
type of bursitis does not respond to periodic as- 
piration and the injection of hydrocortisone, it 
is necessary to excise the prepatellar bursae. If a 
significant amount of cortisone has been given 
within the past six months to a year, the usual 
preoperative preparation, with the administra- 
tion of cortisone, should be carried out prior 
to surgical intervention. After excision of this 
mass, it is usually necessary to drain the wound 
for a few days, since hematomas rather frequent- 
ly develop. 


® COMMENT ON NEO-GUISODIDE® 


To THE Epitor: 

In the March 1959 issue of PostcRaDUATE 
MEDICINE, page A-20, there is a question re- 
garding the use of our product NEO-CUISODIDE®. 
It was indicated that this medication, which is 
exclusively for intravenous administration, may 
be used topically, and we therefore request that 
this misimpression be corrected. 

Neo-Guisodide is fully described in the 1959 
edition of the “‘Physicians’ Desk Reference,” 
where it is clearly stated that this is a potent 
solution for intravenous therapy only, to promote 
upper respiratory liquefaction of mucus. It has 
been used for many years with excellent results 
in the treatment of chronic bronchitis and has 
been found very useful in cases of bronchial 
asthma complicated with emphysema and _in- 
spissated secretion and in chronic sinusitis. 

Cordially yours, 

GEORGE A. BREON & CO. 
Robert S. Bunning 
Breon Products Manager 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4+) of pretibial 


Admicci d 


and ankle areas g 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
wos 1+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers ond 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
onother patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


Patient L.S. 
Date 3/4 3/5 3/7 3/8 3/9 3/10 3/11 3/12 3/13 
(mi) 840 690 2140 1230 660 1220 1350 ne 


Weight (Ibs.) 139 


Esideix 


or chlorothiazide” 


1. Brest, A. N., and Likoff, W.: Am. J. 
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relieves edema in many patients refractory to other diuretics’ 
often produces greater weight loss than parenteral mercurials 


100 100 100 


TM. 


(hydrochlorothiazide CIBA) 


provides a greater average reduction in blood pressure than chlorothiazide® 
is exceptionally safe... reduces the likelihood of electrolyte imbalance 


iol. 3:144 (Feb.) 1959. 2. Clark, G. M.: Clinical report to CIBA. 
3. Dennis, E. W.: Clinical report to CIBA. 
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ARTHUR HAWLEY SANFORD 
(1882-1959) 


Ir is with deep regret that we an- 
nounce that Dr. Arthur Hawley San- 
ford, widely known clinical patholo- 
gist who has been the editor of the 
department of Laboratory Notes in 
POSTGRADUATE MEDICINE since 
September 1953, died in Rochester, 
Minnesota, April 28. 

Dr. Sanford’s death was due to 
sudden coronary insufficiency. 

Born in New Albin, Iowa, on January 12, 1882, Dr. Sanford received his 
B.A., M.A. and M.D. degrees from Northwestern University. From 1907 to 1911, 
he served as assistant professor, associate professor and professor of physiology 
at Marquette University School of Medicine. 

At the suggestion of Dr. Gilbert J. Thomas, Dr. Sanford went to the Mayo 
Clinic, Rochester, Minnesota, in 191] as a bacteriologist; in 1915, he became 
director of the clinical laboratories. In that same year, he was made an associate 
professor of pathology of the newly formed Mayo Foundation for Medical Educa- 
tion and Research, which was founded as a part of the Graduate School of the Uni- 
versity of Minnesota. He was advanced to full professor in 1921. From 1925 to 
1941, he was chairman of the Library Committee of the Mayo Clinic. Dr. Sanford 
became a senior consultant of the Mayo Clinic in 1946, retiring from the staff 
three years later. In 1950, he became an emeritus professor of pathology of the 


(Continued on page A-30) 
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Laboratory Notes 


University of Minnesota. Following his retirement from the Mayo Clinic, Dr. San- 
ford was director of laboratories of Rochester State Hospital until his death. 

From the very beginning of his career in medicine, Dr. Sanford was keenly 
interested in the problems of clinical pathology. His contributions in this field 
included much early work on intestinal parasitism, especially amebiasis, and 
broad basic studies in problems associated with the transfusion and the various 
states of blood. He devised a photographic means of counting blood cells and, 
with Dr. Charles Sheard, developed a photoelectric method for determining the 
hemoglobin content of blood. Dr. Sanford was responsible for many improvements 
in clinical laboratory technics and in the conduct of clinical laboratories. 

In 1927, Dr. Sanford became a coauthor, with the late Dr. James Campbell 
Todd, of the sixth edition of “Clinical Diagnosis by Laboratory Methods,” which 
is known wherever clinical pathology is taught and of which several more edi- 
tions have been published. 


Dr. Sanford received many honors as a result of his contributions to his chosen 
field. One of the founders of the American Society of Clinical Pathologists, he was 
elected president of the group in 1927 and in 1933 was awarded the Society’s 
Ward Burdick medal. He was chairman of the Section of Pathology of the Ameri- 
can Medical Association in 1929. A founder of the American Board of Pathology, 
Inc., in 1936, he served as its president for 10 years. Dr. Sanford also served as a 
special consultant to the United States Public Health Service. In 1947, he was 
coeditor of “The Year Book of Pathology,” and he was a member of the editorial 
board of the American Journal of Clinical Pathology from 1931 to 1954. In 1940, 
Northwestern University conferred a distinguished service award on Dr. Sanford; 
in 1950, the University of Minnesota awarded him a certificate of merit in recog- 
nition of his years of service as a member of the faculty. 

Dr. Sanford was a fellow of the American College of Physicians and a member 
of the American Medical Association; American Society of Immunologists; the 
Society for Experimental Biology and Medicine; Phi Beta Kappa; Society of the 
Sigma Xi; Alpha Omega Alpha, medical honor society; Alpha Kappa Kappa, pro- 
fessional medical fraternity; Sigma Nu, academic fraternity, and the Alumni 
Association of the Mayo Foundation. In 1939, he was elected a director at large 
of the Northwestern University Alumni Association, and he served as president of 
its southeastern Minnesota branch. 

Prominent in civic affairs in Rochester, Dr. Sanford served continuously as a 
member of the Board of Education for 16 years. He was a member of the Public 
Library Board, president of the Olmsted County Historical Society, and the first 
scoutmaster in the city of Rochester. He also was a member of the national coun- 
cil of the Boy Scouts of America. In 1940, the Rotary Club of Rochester pre- 
sented Dr. Sanford with a scroll testifying to his many contributions to the city. 

Dr. Sanford is survived by his wife, Margaret, Rochester, and by a son, Dr. 
Raymond A. Sanford, Mankato, Minnesota. A daughter, Gertrude Sanford, died 
in 1940, and a son, Dr. Hawley S. Sanford, died in 1948. 


POSTGRADUATE MEDICINE 


What’s happening in Medicine 


POSTGRADUATE MEDICINE’S REPORT of late news of interest to practicing physicians 


STORED AUTOGENOUS BONE MARROW INFUSED 


Fortieth annual session, American College of Physicians: 

® Nucleated bone marrow was collected and stored for patients who were to 
receive extensive radiotherapy for malignant tumors. Following infusion of the 
autogenous marrow, recovery of the peripheral blood occurred within a month 
to six weeks. The technic may be applicable for patients who are to receive rapid 
extensive radiation or marrow-depressing chemotherapy. It also may be desirable 
to store the bone marrow of persons who may be exposed to excessive radiation 
in their occupations——Dr. N. B. Kurnick, University of California School of 
Medicine at Los Angeles. 

@ Benedictine monks consume an average American diet, while members of 
the Trappist religious order are lactovegetarians, and their diet is low in fat. Pre- 
liminary study of serum lipids in the two groups shows that the Trappists have a 
significantly lower blood lipid concentration——Dr. J. Gordon Barrow, Georgia 
Department of Public Health, Atlanta. 

@ Exploratory laparotomy was done in 70 patients with fever of obscure 
origin to see if criteria could be established regarding indications for this proce- 
dure in such patients. In 30 patients there were no subjective or objective find- 
ings referable to the abdomen; in 35 there were objective findings, and in five 
there were subjective findings. Objective findings were predominantly those of a 
palpable or enlarged liver—Dr. J. E. Geraci, Mayo Clinic, Rochester, Minn. 


MODERATE CALCIUM INTAKE URGED 
American Institute of Nutrition: 

@ Dietary calcium allowances should be moderate. There is little evidence 
that any substantial portion of the people in the United States is harmed by their 
usual intake or that they would be helped by increasing their consumption of 
calcium.—Dr. D. Mark Hegsted, Harvard University School of Public Health, 
Boston. 

@ Lipogranuloma developed in rats who were fed diets containing high 
levels of saturated fatty acids. Removing these acids from the diet and adding 
unsaturated fatty acids led to eventual disappearance of the condition —Dr. 

David C. Herting, Distillation Products Industries, Rochester, N.Y. 
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What's Happening in Medicine 


THYMECTOMY PREVENTS LEUKEMIA IN MICE 


Science writers’ seminar, American Cancer Society: 

®@ All mice thymectomized at the age of one month and challenged a week 
later with a highly potent leukemia virus were still free of the disease an hour 
after inoculation. It appears that the leukemia virus may reside and multiply in 
the thymus gland.—Dr. Ludwik Gross, Veterans Administration Hospital, Bronx, 
N.Y. 

® Hormone-dependent tumors develop spontaneously in rats fed a single 
dose of 3-methylcholanthrene in the same ratio as they do in humans (40 per 
cent). For the first time a laboratory tool is now available that will produce a 
ready supply of humanlike tumors in as little as 20 days.——Dr. Charles Huggins, 
University of Chicago School of Medicine, Chicago. 

® Successful injection of a tumor-producing virus into several different 
species of animal does not prove that viruses cause human cancer, but it would 
be surprising if humans were the exception Howard B. Andervont, National 
Cancer Institute, Bethesda. 


NEW ANTIDEPRESSANT FOUND EFFECTIVE 
American Chemical Society: 

@ Nialamide is a member of a new family of antidepressants found to be 
effective in overcoming mental depression induced in animals by the injection 
of reserpine. It is 12 times as active as iproniazid and is longer acting. Side ef- 
fects, including jaundice, were absent—Dr. Barry M. Bloom, Chas. Pfizer & Co., 
Inc., Brooklyn. 

@ The first orally administered active substance against poisoning by mer- 
cury compounds has been shown effective in rats. Called N-acetyl-D1-penicilla- 
mine, it has an advantage over BAL, which cannot be taken orally—-Dr. H. 
Vasken Aposhian, Vanderbilt University, Nashville. 

@ Preliminary clinical testing indicates that the potency of a new synthetic 
analgesic, Diampromid, lies between that of meperidine and morphine. A second 
synthetic, Phenampromid, shows activity comparable to meperidine——Dr. Wil- 
liam B. Wright, Jr.. Lederle Laboratories, Pearl River, N.Y. 


NEW ANTILEUKEMIA AGENT TRIED 


American Association for Cancer Research: 

@ Four children with acute leukemia who had developed resistance to all 
other drugs have been benefited by FUDR, a pyrimidine with a large sugar mole- 
cule attached to it. Nineteen other children were not benefited. Further synthesis 
of chemically similar drugs is being considered—Dr. M. Lois Murphy, Sloan- 
Kettering Institute, New York. 

@ A combination of an alkylating agent, an antimetabolite and an antibiotic 
(actinomycin D) markedly improved 3 of 11 men with choriocarcinoma of the 
testis—Dr. M. C. Li, Sloan-Kettering Institute, New York. 

@ A virus extracted from cell-free preparations of sarcoma 37, a transplanta- 
ble tumor of the connective tissue of mice, caused leukemia within 10 weeks in 
all mice treated. To date, the virus has produced no form of cancer other than 
leukemia.—Dr. J. B. Moloney, National Cancer Institute, Bethesda. 

@ Two additional cancer-causing agents in cigarette tar have been identified, 
making a total of eight compounds that have been isolated and proved to be 
carcinogenic. All are of a chemical group known as higher polycyclic hydrocar- 
bons. Nine additional polycyclic hydrocarbons isolated from the tar proved not 
to have carcinogenic activity——-Dr. Ernest L. Wynder, Sloan-Kettering Institute, 
New York. 
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Science in Examination 


of Questioned Documents: 


Yesterday, Today and Tomorrow 


C. D. BROOKS* 
Birmingham, Alabama 


In an attempt to weak- 
en the effect of the log- 
ic of the conclusions of 
an expert examiner of 
documents, adverse at- 
torneys often will em- 
ploy a question such 
as, “Now, Mr. Exam- 
iner, is the identifi- 
cation of handwriting 
considered an exact 
science?” The question 
itself, as well as the expectancy or hope of 
eliciting a helpful answer, reveals a general 
misunderstanding of the true nature of science. 
Examiners of questioned documents are di- 
rectly concerned with this misunderstanding, 
this erroneous attitude toward science, since, 
whenever they testify, they are representatives 
of science in the eyes of the jurors. 


Cc. D. BROOKS 


*Exami of Questioned D Birmingh Alabama. 
Presented before the Section on Q ioned D. at the annual 
ing of the Academy of Forensic Sciences, Chicago, Illinois. 


Many people who serve on juries consider, 
at least subconsciously, that science is closely 
synonymous with magic. Even if such a person 
happens to sense the error in his thinking and 
tries to enlighten himself, he will run into a 
morass of conflicts. Many who are allegedly 
engaged in scientific pursuits cannot lucidly 
define science. Dictionaries are of scant help. 
The “Business Man’s Dictionary” defines sci- 
ence as “knowledge; classified knowledge, es- 
pecially of the physical world.” “Scientist” is 
defined as “one versed in or devoted to sys- 
tematized knowledge.” This is typical of defi- 
nitions found in even the newer dictionaries. 
By such definitions, a telephone book is a 
scientific tome, and our teen-agers who mo- 
nopolize the telephones are scientists at work! 
The situation has not been improved by the 
fact that impressionable generations are taught 
by teachers who seem to have obtained their 
own acquaintance with science largely from 
the telephone book and the dictionary. Such 

(Continued on page A-42) 
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attitudes invest science with an air of mys- 
ticism, when it is actually only the ultimate, 
the sine qua non, of common sense itself. 

I am prompted, therefore, to delineate the 
concept of science to be employed in this 
paper before I undertake to consider whether 
and how much science is used and what kinds 
of science are, have been or will be employed 
in examining questioned documents. 

If science is amenable to a one-word defini- 
tion, that word is “curiosity.” Clearly, how- 
ever, this curiosity must be qualified by the 
attributes of purpose and order (logic or rea- 
soning). Science does not stop with this, how- 
ever, even though in some phases of “pure” 
science it may seem that knowledge is sought 
solely for the sake of knowledge. 

Herbert Feigl’ observed that the aims of 
science are description, explanation and pre- 
dictions. Broadly interpreted, these aims char- 
acterize but do not distinguish scientists from 
skilled workers, certain artisans or even elec- 
tronic computers. Those who utilize the data 
and formulas or methods supplied them by 
scientists are not scientists themselves simply 
for so doing. We need to add another require- 
ment to our picture of a scientist at work with 
science. 

The attributes which accurately define the 
true scientist are to be found in the quality of 
his work, in the methods he employs, and in 
his own critical appraisal of both. If his work 
is to be rightly called scientific, it must be 
characterized by detailed and accurate experi- 
mental data, systematic and logical use of the 
data, precise definitions, axioms, theorems and 
conclusions. Furthermore, it must employ logi- 
cal applications of laws and axioms which are 
currently regarded as true; it must be suffi- 
ciently detailed to be subject to confirmation 
and testing, and, to some degree at least, it 
must have been tested by comparisons with the 
results of systematic observations. Utilizing 
such criteria, we may inspect and evaluate the 
published work of document examiners in re- 
gard to the scientific content or value of its 
literary contribution to science. Appropriate 
variations of these criteria can be applied to 
any method or tool developed, proposed or 
employed by the scientist. For example, Hil- 
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ton’s® method for rapid identification of type- 
writers can be subjected to these criteria. 

Since condensation of observed data into 
workable formulas is an acceptable and even 
preferred procedure in scientific work, | will 
make only a few fairly brief observations on 
the context of the literature. These are subject 
to testing and confirmation, and they may be 
partially substantiated herein. 

Even a casual survey of the literature shows 
that almost all the significant scientific re- 
search in identifying handwriting was con- 
ducted prior to the first decade of this cen- 
tury. Admittedly, since the scientific periodical 
literature on examination of documents is scat- 
tered widely among numerous journals, and 
especially since such articles are largely rather 
vague generalizations, it is not easy to make 
an excluding statement in this regard. At least 
one bit of research has been done in recent 
years by Hilton, but his paper was not pub- 
lished in a widely distributed journal and thus 
has not received widespread attention. 

Early research was chiefly incidental or ac- 
cidental; as with other sciences, data and proc- 
esses were put to use before classification, 
clarification and critical appraisal of the meth- 
ods and the data had elevated the work to a 
scientific level. 

A comparison of the methods of identifying 
handwriting propounded by Ames* in 1900 
with the methods proposed by Osborn’ in 1910 
and 1929 shows the progressive development 
of the science. These books propose similar 
procedures and largely the same axioms and 
laws, but they differ greatly in the phraseolo- 
gy. The later work also differs subtly but im- 
portantly from the earlier one in attention to 
detail, logical reasoning, and the insistence 
on proof. 

Osborn’s writings reflect his respect for sev- 
eral famous contemporary examiners of docu- 
ments who were probably sincere and compe- 
tent specialists. | do not know how great an 
influence the examiners, either individually or 
collectively, may have had on the birth of the 
science of examining questioned documents. 
Certainly, much of the credit belongs to Os- 
born, if only because he published the proce- 
(Continued on page A-44) 
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dures. According to the previously mentioned 
criteria, his writing fully merits our approval 
as a scientific work. Since Osborn’s work was 
published, many publications have incorpo- 
rated and even quoted at length much of his 
methods, axioms and principles, but none has 
significantly modified, improved or disproved 
his methods. 

Of course, remarkable strides have been 
made in the use of implements for performing 
the mechanistic operations in examining ques- 
tioned documents. Actually, most of these ad- 
vancements have not been phenomenally new 
discoveries; they have been due to techno- 
logic advances in the equipment available for 
the purposes of examination and in that em- 
ployed in preparing documents or copies 
thereof. 

Fundamentally, the science of examining 
questioned documents remains essentially the 
same as it was near the turn of the century. 
This statement is not intended to imply that 
the science of examining questioned docu- 
ments is a full 50 years behind the times. The 
scientific methods of inquiry, evaluation of 
data, and application of logical reasoning 
which Osborn propounded in 1910 and 1929 
are valid today. 

In regard to the future and to the likely 
fields of scientific developments, the mecha- 
nistic aspects seem to be keeping pace with 
technologic developments. In addition, there 
are new instruments which may have applica- 
tion in examining handwriting. It is interest- 
ing to note that in a recent book on psycholo- 
gy.” procedures almost identical to those set 
forth by Osborn are described as the methods 
employed in formation of concepts. Much of 
the studies of Feigl and Brodbeck” could be 
applied to the intellectual processes of com- 
paring handwriting. Such psychologic studies 
may point out and scientifically evaluate the 
various steps and procedures and indicate the 
likely sources of error in identifying hand- 
writing. They also may provide remarkable 
improvements in technic and especially may 
improve the confidence that we have in our 
conclusions. 

I realize that, by and large, examiners of 
questioned documents exercise an extreme de- 
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gree of caution in expressing opinions; they 
express themselves only when they have the 
utmost and complete confidence in their con- 
clusions. However, it is also true that a large 
proportion of the documents submitted for in- 
vestigation have been questioned because of 
some fairly astute observation and thought by 
someone concerned with the document. In 
many such instances, the principal difference 
between the end results achieved by the ex- 
aminer and those achieved by some lay person 
is the fact that the expert can explain the basis 
for his conclusion, whereas the lay person can 
merely say “it looks like” or “it seems like.” 

Why then is the examiner of documents con- 
sidered to have better qualifications than has 
the lay person? If considered wholly on the 
basis that the examiner has had more experi- 
ence in comparing handwriting than has the 
lay person, the examiner is not likely to be 
any better qualified for the work than is a 
bank teller. It is self-evident then that the 
scientific examiner of documents should ex- 
tend his training so that he better understands 
his most important instrument, his brain; he 
should know its weaknesses as well as its 
strength in order to enhance the reliability of 
the conclusions he reaches. 

Because psychologic studies depend on 
physical evidence and because the influences 
of the mechanical conditions depend on the 
appearance of this evidence, competent ex- 
aminers of documents have found it necessary 
to consider simultaneously the evidence of 
mechanical or environmental influences and 
that of habits and other psychologic influences. 
As the physical and psychologic aspects en- 
large with advancing technics and deeper 
studies, it will become increasingly difficult for 
one mind to utilize the separate disciplines 
with full effectiveness. Admitting for the mo- 
ment the examiner’s mental ability to encom- 
pass these details, the very mass of details will 
influence him to favor certain facets. What- 
ever has last been used successfully—perhaps 
a bit of information just acquired—will likely 
be given preferential attention, possibly out 
of proportion to its real value. 

Unless the principles involved are con- 

(Continued on page A46) 
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densed and clarified, such as has been done in 
teaching the essentials of the Einstein theory 
to undergraduates, it probably will be expedi- 
ent for examiners to team together so they 
can specialize separately. However, the neces- 
sity of giving testimony in court discourages 
the team operations, and serious efforts to 
correlate axioms into moderate and useful 
concepts may be expected. 


Summary 


In common with other sciences, identifying 
handwriting by comparison was born of a 
need. It attained the status of a science around 
the turn of the century, when it was systema- 
tized and when its axioms and principles were 
clearly explained and substantiated by logical 
reasoning. 

Since that time, there have been few sig- 
nificant advances in the science of identifying 
handwriting, and there have not been any un- 
expected developments in the physical aspects 
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of examining questioned documents. 

The way is now open for continued deve! 
opment and improvements in the physica! 
methods as well as for some new avenues anc 
tools of research in the field of psychology. 
Unless there are improvements in the methods 
of utilization and of teaching, specialization 
within the field may result, probably by teams 
of examiners. 
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An Unusual Case of Strangulation 


FREDERICK P. BORNSTEIN* 


Providence Memorial Hospital, El Paso, Texas 


Srrancu ation is usually suicidal or, occa- 
sionally, homicidal in origin; accidental stran- 
gulation is comparatively rare. The present 
report represents a rather unusual case of ac- 
cidental strangulation. 

I was called to perform a postmortem ex- 
amination on an 11 month old boy. The ex- 
ternal inspection revealed a typical strangu- 
lation line which began approximately 2 cm. 
below the left mandibular angle and ran across 
the neck anteriorly in a slightly diagonal up- 
ward direction. It crossed the larynx at the 
level of the thyroid cartilage and terminated 
below the right mandibular angle somewhat 
higher than it had started on the left side. 


*Pathology Department, Providence Memorial Hospital, El Paso, 
Texas. 


Further examination revealed some petechial 
hemorrhages of the subcutaneous tissue be- 
neath the strangulation line. In addition, there 
were a few petechial hemorrhages of the peri- 
cardium and some hyperextension of the lungs 
due to artificial respiration. 

The history revealed the following facts. The 
child was put to sleep at 12:30 P.M. in a crib 
located under a window on which there was a 
Venetian blind. The cords of the blind were 
dangling into the crib. The child was found ly- 
ing on his stomach; a cord from the blind was 
wrapped around his neck, suspending him 
from the chest up about 4 in. above the mat- 
tress. The boy evidently awoke unobserved, 
became entangled with the cord while playing 
with it, and subsequently strangled himself. 
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PAUL C. HODGES* 


The X-ray Diagnosis of 
Polypoid Lesions of the Colon 


ROBERT M. POTTER+ 


Northwestern University Medical School, Chicago 


With this issue and from time to time in the 
future, I will present guest contributions pre- 
pared for me by various of my friends in radi- 
ology. This month’s article was written by Dr. 
Robert Morse Potter, Northwestern University 
Medical School, Chicago, a competent and highly 
respected practitioner of diagnostic radiology 
who is particularly interested in the subject of 
colon polyps. He is a graduate of Rush Medical 
College, a former lieutenant commander in the 
United States Navy, and the son of the illustrious 
Hollis Potter —Paul C. Hodges, M.D. 


Tue responsibility for diagnosis of polypoid 
lesions of the colon beyond the range of the 
sigmoidoscope is in the hands of the diagnos- 
tic roentgenologist, and he can detect them 
with surprising accuracy if he is made aware 
of the problem and is given reasonable co- 


*Emeritus Professor and Chai D. 
sity of Chicago, Chicago, Illinois. 


Pp of Radiology, Univer- 


tAssistant Professor, Dep 
sity Medical School, Chicago, Ilinois. 


of Radiol Narth 
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operation in prepara- 
tion of the patient and 
in carrying out the ex- 
amination. This diag- 
nosis is important be- 
cause some lesions may 
be cancerous, many 
bleed, and larger pe- 
dunculated lesions may 
offer mechanical inter- 
ference in the bowel 
lumen. Most of these 
lesions are classed pathologically as adenoma- 
tous polyps; most are pedunculated, and some 
are sessile or broad-based. The nonadenoma- 
tous lesions may be villous or represent lipo- 
mas or lymphomas. The pathologic charac- 
teristics of adenomatous polyps range from 
benign adenomas through varying derange- 
ments of staining features and irregularities of 
form and arrangement of cells to frank can- 
cers. The distribution of polypoid lesions, be- 
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nign, malignant or borderline, approximates 
that of gross cancers of the colon, with greater 
incidence in the rectum and sigmoid. 


Relation of X-ray Examination 
and Surgical Management 


Because a polypoid lesion may be a small 
cancer, because of the drain on the circulating 


FIGURE 1. The round, smooth con- 
tour of this polypoid lesion in the 
colon permitted accurate prediction 
by x-ray examination of the patho- 
logic diagnosis of lipoma. 


(Courtesy of Drs. C. Davis, Jr. and R. 
Buenger, Presbyterian-St. Luke's Hospital, 
Chicago, Illinois.) 


FicURE 2. The multiple small masses (2 > 
to 10 mm. diameter) widely spread 
throughout the large bowel are charac- 
teristic of congenital multiple polyposis 
of the colon. The patient, a 17 year old 
girl, had colectomy with anastomosis of 
ileum to short rectal stump. She has 
had periodic observation of the rectal 
stump by proctosigmoidoscopic exami- 
nation. Her mother, treated for similar 
disease by the same operative procedure, 
was not supervised carefully because of 
change of residence during World War 
II and died of cancer of the rectum. 
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blood and its replacement mechanisms of | e 
chronic bleeding polyp, and because of |! e 
mechanical disturbances of the larger lesio: ., 
surgical removal is enthusiastically pursue 
The microscopic structure of a polypoid | - 
sion of the colon cannot be accurately p:.- 
dicted by x-ray examination except that occ :- 
sionally the smooth, round character of 4 
lipoma protruding within the bowel lumen can 
be identified and catalogued (figure 1). 
Management of congenital multiple poly- 
posis of the colon is fairly clear-cut. The al- 
most inevitable death from cancer of the colon 
of the untreated patient makes colectomy man- 
datory (figure 2). In secondary polyposis of 
the colon superimposed on chronic ulcerative 
colitis (figure 3) surgical removal of the in- 
volved segments is essential, if conditions per- 
mit, because of the alarmingly high incidence 
of cancer of the colon; if surgical treatment is 
not feasible, careful supervision by periodic 
X-ray examination may prevent catastrophe. 
In the management of the occasional case with 
several polypoid lesions widely distributed in 
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the colon there is a lack of universal agree- 
ment; it may be that an intelligent, coopera- 
tive patient could be spared colectomy by mul- 
tiple local resections and careful supervision, 
including periodic x-ray and sigmoidoscopic 
examinations. 

Because of the known higher incidence of 
polypoid lesions in older age groups (20 per 
cent in the eighth decade of life), enthusiasm 
for surgical eradication of cancer may be tem- 
pered by the low statistical possibility that a 
single adenomatous polyp is a cancer and 
weighed against the morbidity and mortality 
attending resection. Periodic examination and 
supervision could offer a backstop against the 
development of significant cancer. Fortunately 
the incidence of distant metastasis in cases of 
pedunculated polypoid lesions with cancerous 
change is low. 


Requirements for Examination 
of the Colon 


X-ray detection of polypoid lesions of the 
colon falls into two parts: (1) routine exami- 
nation of patients who might be studied for 
various gastrointestinal symptoms and (2) 
special examination of those in whom poly- 
poid lesions are definitely suspected. Regard- 
less of the reasons for x-ray study, there are 
certain basic requirements and principles for 
critical examinations. The diagnostic roent- 
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FIGURE 3. Multiple small polyps of the 
transverse colon secondary to long-stand- 


ing ulcerative colitis, with narrowing, 
foreshortening and thickening of the 
bowel wall. 


‘ genologist must be enthusiastic, interested and 


alert. His control must be sufficient so that 
adequate measures, varied to suit the individ- 
ual case, can be carried out for proper prepara- 
tion of the bowel. The examination should in- 
clude, in addition to fluoroscopy, critical film 
studies of all portions of the colon. Many poly- 
poid lesions of the colon are so small and so 
situated that they cannot be seen by fluoros- 
copy alone with present methods, and it prob- 
ably will not be possible to identify them criti- 
cally by improved methods of fluoroscopy in 
the immediate future. Any roentgenologist 
who does not adhere to and fulfill these re- 
quirements and principles runs a risk of fail- 
ing to detect an appreciable number of small 
cancers or polypoid lesions. 

Patients selected for special examination 
include those in whom polypoid lesions are 
definitely suspected; patients who have rectal 
bleeding; those in whom sigmoidoscopic ex- 
amination has disclosed rectal or sigmoidal 
polyps or in whom such lesions are suspected 
because of previous routine barium enema ex- 
aminations; and, for periodic examination, 
patients in whom polyps or carcinomas previ- 
ously have been detected and treated surgical- 
ly. The frequency of occurrence of new lesions 
in the latter group justifies routine periodic 
examination. Also, the incidence of multiple 
polypoid lesions (30 to 40 per cent)':* cer- 
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tainly indicates that if one lesion is found, 
either by x-ray examination or by sigmoid- 
oscopy, further search by the other method is 
necessary. 


Technics in Routine Examination 
of the Colon 


Barium enema is the one method available 
for critical examination of the colon by x-ray; 
attempts to study the colon by ingested barium 
are at present fruitless. However, variations 
and modifications of the barium enema meth- 
od are widely used. 

The traditional standard routine examina- 
tion of the colon has consisted of use of 
“dense” barium enema suspension, careful 
manipulation of the patient, palpation of the 
bowel under fluoroscopy, varying film cover- 
age of the filled colon, and usually a supple- 
mental postevacuation film. In the last 10 
years it has been increasingly apparent that 
less dense barium suspensions and critical film 
coverage of the colon have produced a higher 
yield in detection of polypoid lesions. The 
barium density is reduced to a level acceptable 
for fluoroscopy but permitting, when pene- 
trated by higher kilovoltage x-rays, displace- 
ment of the contrast medium by an intralumi- 
na! mass to be seen with adequate contrast. 
This degree of accuracy cannot be obtained 
in study of the filled colon using dense barium 
suspensions, because many areas of the large 
bowel are inaccessible to direct palpation (sig- 
moid and high-lying flexures), are obscured 
by close-lying overlapping loops (sigmoid), or 
have a large volume (right colon or cecum). 
Less dense barium, adjusted to proper high 
kilovoltage film studies, permits through-and- 
through visualization of the overlapping loops 
as well as penetration of the larger barium 
masses. 

The postevacuation film also plays a part in 
detection of small lesions in the routine study. 
If the mucosa is well coated with barium and 
the bowel contracts well, the mass of an intra- 
luminal lesion may serve to distend the con- 
tracted lumen and to define the lesion. The 
use of tannic acid in barium enema suspen- 
sions has been advocated to improve the coat- 
ing of the mucosal pattern in postevacuation 


film studies because of its astringent, irrita: 
ing characteristics. In our experience, th. 
postevacuation film is sufficiently helpful to b. 
included in our routine and frequently offer 
immediate confirmatory evidence of lesion 
suspected in the study of the filled bowel. Ox 
casionally, in situations where small amount 
of barium remain, very small lesions may b. 
detected which may have been obscured in th: 
larger volume of the filled colon. We hav: 
found also that small lesions in the order of | 
cm. in diameter may be lost in the folds of the 
mucosal pattern while clearly demonstrated i: 


the filled colon. 


Technics in Special Examination 
of the Colon 


The air contrast enema has been the lead- 
ing tool for special examination for suspected 
polypoid lesions of the colon. The technic, re- 
quiring particular care in preparation and exe- 
cution, and special and additional film studies, 
does not lend itself to routine study of the 
colon. By its nature and within its limitations, 
the air contrast study cannot displace the study 
of the filled colon. Many believe it should be 
made as a supplemental examination on an- 
other day.” 

The principal feature of the examination is 
that the air introduced into the bowel after 
evacuation of the barium affords critical con- 
trast to the mucosal coating of residual bari- 
um. Under the proper conditions a successful 
examination may yield film studies with high- 
ly critical demonstration of the mucous mem- 
brane lining. Small defects coated with barium 
stand out clearly in contrast with the air. To 
achieve this result, unusual care must be given 
to preparation of the patient, the character of 
the contrast medium, the amount and charac- 
ter of the filling of the bowel, evacuation of 
the bowel, filling of the bowel with air, and the 
conditions of filming. 


*In many cases, optimal conditions for air contrast study 
cannot be obtained immediately after routine barium 
enema study. Evacuation may be incomplete; masses of 
residual barium may remain in the colon and ileum. To 
obviate this, special examination with air contrast is car- 
ried out with only partial filling of the colon, quick 
evacuation, and then distention of the bowel with air, 
and filming. 
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A growing number of roentgenologists be- 
lieve that accuracy in detection of small le- 
sions of the colon can be obtained with the 
simpler examination, using the less dense bari- 
um enema suspensions in special examinations 
as well as in routine studies. The necessary 
conditions for critical examination are more 
easily met, although in both examinations a 
clean, dry bowel is essential. Others may use 
both or all methods in the pursuit of an elu- 


sive polyp. 
Diagnosis of the Polypoid Lesion 


X-ray diagnosis of polypoid lesions of the 
colon depends on repeated demonstration of 
an intraluminal mass having the same size, 
shape and position in at least two fillings of 
the colon. Demonstration of the pedicle of a 
pedunculated polyp is of great diagnostic im- 
portance (figure 4), and manipulation of the 
polyp on its pedicle by external palpation, as 
is occasionally possible, is of significance. Dis- 
tortion of the bowel wall by traction on the 
pedicle can be demonstrated on occasion. How- 
ever, repeated demonstration of the lesion is 
the fundamental factor in diagnosis. 


Possible Sources of Error or Confusion 
and Limitations of Accuracy 


Fecal material in the bowel is the most 
frequent source of difficulty in diagnosis of 
small polypoid lesions. Despite vigorous prep- 
aration, small fecal masses may remain and 
displace the contrast medium and simulate 
intraluminal lesions. Repeated examination 
usually will show that the masses are incon- 
stant in size and position. Air bubbles in the 
filled-colon studies may offer some difficulty; 
these may be seen to move about and can usu- 
ally be moved about by change of position of 
the patient, but occasionally re-examination 
may be necessary. Air-filled or feces-filled di- 
verticula, sometimes barium-rimmed, may 
simulate small polypoid lesions; their true ex- 
traluminal character may be demonstrated by 
rotating the patient. Occasionally the taenia 
coli may indent the bowel lumen and simulate 
a pedicle, but the absence of a definite point 
of attachment and of an associated mass will 
serve to differentiate. Residual mineral oil or 


June 1959 


castor oil droplets have been demonstrated as 
a cause of spurious polyps, and re-examination 
may be necessary to eliminate confusion with 
true lesions. 

Assuming that the methods outlined can 
demonstrate small lesions of the colon, what 
factors may prevent perfect diagnostic accu- 
racy? First is the size of the lesion. While 
lesions 1 to 2 mm. in diameter may be detect- 
ed under direct vision, through the sigmoid- 
oscope, at operation, or at autopsy, under the 
very best conditions they cannot be detected 
by x-ray examination. We believe most lesions 
10 mm. in diameter should be demonstrated 
by x-ray, if the conditions of examination have 
been reasonably fulfilled (figure 4); numerous 
lesions from 3 to 5 mm. in diameter have been 
repeatedly demonstrated in isolated cases. Re- 
dundancy and fixation of the sigmoid colon 
with closely overlapping loops, frequently en- 
countered in women and after pelvic surgery 
or infection, simply do not permit adequate 
visualization of all parts of the bowel. Careful 
directed filming, external pressure and ma- 
nipulation may reduce the error; re-examina- 
tion may afford additional opportunities for 
detection. A rare case may escape, but assidu- 
ous pursuit in a case of bleeding bowel should 
result in proper diagnosis. Irritable bowel seg- 
ments, particularly irritable and diverticulous 
sigmoids and those with secondary thickening 
of the wall, may not distend sufficiently to per- 
mit differentiation of small intraluminal mass- 
es from the irregular bowel margins. However, 
many small polyps have been shown in the 
middle of a markedly diverticulous segment. 

There remains also the problem of individ- 
ual interpretation. It is not practical, particu- 
larly in routine examinations of the colon, to 
follow up every vaguely suspicious region. 
The roentgenologist should have a high index 
of suspicion, but overreading results in use- 
less, unproductive re-examinations. Experience 
combined with diligence and care will balance 
and reduce diagnostic error. 


Cooperation of Roentgenologist 
and Surgeon 


One of the responsibilities of the diagnostic 
roentgenologist to his patients is cooperation 
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ricureE 4A, Typical pedunculated polypoid le- 
sion of lower descending colon about 25 mm. 
in long axis. This type of lesion usually is de- 
tectable with all methods of study. 


B. Two lesions of the midsigmoid. The larger 
is pedunculated, measuring about 20 mm. in 
its long axis; the other is sessile, about 3 or 
4 mm. in diameter. 


C. The lesion in the lower descending colon, 
about 5 mm. in diameter, was one of two; the 
other, in the midtransverse colon, measured 9 
or 10 mm. in diameter. 


LD. The larger of the two lesions measured 10 
mm. in its longest axis, the other about 8 mm. 
These two were the only lesions that were 
found in this case. 


E. The four lesions of the midsigmoid range 
from 10 to about 3 mm. in diameter. Two other 
5 mm. lesions were found in the transverse 
colon. 


F. The 5 mm. lesion on the right side of the 
transverse colon was one of nine lesions found. 
Five lesions, the largest 10 mm. in diameter, 
were in the cecum; two, about 10 mm. in diam- 
eter, were in the descending colon; one, about 
20 mm. in diameter, was in the sigmoid adja- 
cent to the site of an old anastomosis after 
resection for carcinoma. 


(From Potter, R. M.: Dilute contrast media in diagnosis 
of lesions of the colon. Radiology 60:501 [April] 1953.) 


with the surgeon. To insure proper coverage 
of the bowel, there should be consultation to 
be sure that in a given case the important area 
of the rectosigmoid junction and the lower sig- 
moid has been examined critically by either 
the sigmoidoscope or a barium enema. The 
roentgenologist also should consult with the 
surgeon in a case in which operation is to be 
done. He should be sure his surgical colleague 
understands the number and positions of the 
lesions detected. He might address the surgeon 
as follows: “We have established beyond rea- 
sonable doubt these two larger lesions; one is 
pedunculated and lies in the left colon at the 
level of the anterior iliac spine; the other has 
a shorter pedicle and lies to the left of the mid- 
line in the transverse colon. There is one other 
area which we strongly suspect in the left 
colon near the lateral costal arch. It appears 
to measure about 3 mm. in diameter and we 
have had trouble in demonstrating it consist- 
ently; you should check that area while you 
are in the abdomen.” 
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FIGURE 5. Small 5 mm. polypoid lesion in descending colon 
demonstrated in the filled colon (A) and in contrast with gas 
or air in a postevacuation film (B). This small lesion was 
missed on examination of the bowel by a competent surgeon 
using a sterile sigmoidoscope at operation but was found by 
digital examination within the lumen of the bowel. 


In some ways, detection of small lesions is 
easier for the roentgenologist than for the sur- 
geon at operation. The surgeon may find larger 
lesions by palpating the bowel, and “milking” 
the bowel may cause traction on the pedicle 
so that “dimpling” at the site of attachment 
can be seen. Smaller lesions may be found 
only by direct examination of the bowel wall, 
using a sterile sigmoidoscope through coloto- 
my openings; because of technical difficulties 
this method also has a small error. Intralumi- 
nal digital examination may be successful ( fig- 
ure 5). Because these small lesions are so difh- 
cult to find, their detection and removal are a 
close cooperative enterprise shared by the sur- 
geon and the roentgenologist. 
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edicine from Abroad 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


AUSTRIA 


Ionizing radiations 
and genetic hazards— 
At a meeting of the Soci- 
ety of Physicians in Vien- 
na, F, Mainx’s lecture on 
radiation and mutation 
evoked a long discussion. 
Dr. Mainx pointed out that experimental investi- 
gations have shown that all ionizing radiations, 
hence all kinds of x-rays (radium, active radio- 
isotopes and those arising at the energy-produc- 
ing disintegration of atoms), will produce muta- 
tions whenever they penetrate the stock of the 
gametes. Because of the expected statistical in- 
crease in the number of unfavorable, mostly re- 
cessive, alleles, any additional load of new muta- 
tions is a eugenic hazard. 

The same is true for the carcinoma-provoking 
and leukemia-provoking effects of these rays. A 
correct estimate of the present magnitude of this 
hazard can be given only by comparing the rates 
of spontaneous and ray-induced muta.ions. Even 
though these values for man cannot be deter- 
mined with certainty, there is every justification 
for attempting an estimation. It must serve as the 
basis for preventing harmful mutations. Not only 
atomic armament and test explosions, but also 
the peacetime use of atomic energy, the use of 
isotopes in medicine and technology, and. above 


all, the use of x-rays, must be critically consid- 
ered from this viewpoint. If necessary, legal 
measures should be initiated to enforce preven- 
tion of such mutations by radiation. 

QO. Stracker stated that orthopedic surgeons 
generally disapproved of systematic x-ray exami- 
nation of newborns to detect possible congenital 
dislocation of the hip. Yet. in cases of hip dis- 
locations and dysplasias, these examinations are 
necessary every two months. Does this mean in- 
evitable damage to the gonads, or could lead 
sheets give protection against scattered radiation? 

Aberle mentioned that, following a suggestion 
given in an American article, Wichtl always cov- 
ered the testis and the ovaries with lead stencil 
during pelvic radiography. Aberle recommended 
general use of this method. 

T. Antoine said that gynecologists would like 
to know the degree of difference that should be 
assumed in the reaction of the ova to ionizing 
radiations. The reaction of a mature ovum would 
probably be different from that of one in the pri- 
mary follicle or from an undifferentiated cell in 
the ovary which would later develop into an 
ovum. Although such differences seem to be evi- 
dent, they are not as great as the differences in 
the physiologic sensibility to irradiation and they 
might not carry any statistical significance. The 
use of x-rays in stimulating ovulation, mentioned 
by Dr. Antoine, wherein doses as high as 250 r 

(Continued on page A-78) 
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had been used, was still often and thoughtlessly 
employed in America; many radiation geneticists 
were protesting against this type of radiation. 

Proper filtration during an x-ray of the chest 
will reduce the radiation received by the gonads 
to about 1 mr, according to G. Fuchs. Here, the 
hazards are compensated by the advantages. 

Although G. Marcus acknowledged the in- 
creased hazard of radiation to physicians and 
patients during traumatherapy, he cautioned 
against excessive conservatism. He advocated sur- 
gical reposition of fractures whenever the blood- 
less procedures, with the aid of x-rays, appeared 
to be difficult and time-consuming. 

In discussing the need for a special kind of 
check on x-ray examinations which, especially in 
the social security institutions, are frequently re- 
peated, often without need, K. Fellinger suggest- 
ed using “x-ray passports” and other similar 
measures. The introduction of “x-ray passports” 
was one of the demands of the International 
Commission for Radiation Protection. Fellinger 
also emphasized the advances in roentgenographic 
technic for protecting the gonads. 

Madame Paneth asked whether the Danish 
method of determining the mutation rate had 
been used in Austria. This method is based on 
the shift in the ratio of male to female births, 
which results from the appearance of lethal fac- 
tors in the X-chromosomes. 

Pape stated that it was undoubtedly possible, 
by suitable measures, to protect the male gonads 
almost completely during any examination and 
to protect the female gonads in most instances 
when x-ray treatment was indicated. For the few 
indications where protection was not feasible, 
stricter selection and, perhaps, the introduction 
of “radiation passports” would be useful. 

K. Kundratitz added that members of the 
German Society for Pediatrics believed that rou- 
tine x-ray examinations of all newborns sus- 
pected of having dislocations of the hip should 
be rejected, since there are sufficient clinical 
clues for diagnosis. Occasionally, of course, x-ray 
examination is mandatory. 

In conclusion, Dr. Mainx said in cases of dys- 
plasia and hip dislocation, and undoubtedly in 
other cases, numerous x-radiations are necessary 
for treatment. However, since such cases are rela- 
tively rare, they have not played any great role in 
the average eugenic hazard. The smaller, more 
routine dosages which concern wider circles of 
the population carry a much greater statistical 
significance. 


ENGLAND 


Isolation of the basic 
molecule of penicillin 
—An important discovery 
in antibiotics research, 
the isolation of the basic 
molecule of penicillin, 
was reported in Lancet. 
The research work has 
been carried out during 
the past three years in the Beecham research 
laboratories at Dorking, near London, by a team 
of young biochemists and microbiologists (all 
well under 40 years of age), Dr. G. W. Rolinson, 
Mr. F. P. Doyle, Mr. F. R. Batchelor and Dr. J. 
H. C. Nayler, under the general guidance of Pro- 
fessor E. B. Chain, F.R.S. Although it is not yet 
possible to produce penicillin by chemical syn- 
thesis, the isolation of the basic molecule goes a 
long way toward solving the problem. The bio- 
chemist will now be able to introduce whatever 
side chain he wants and so produce any number 
of new penicillins according to precise specifica- 
tions. Solutions now may be found for the follow- 
ing urgent problems: (1) the widespread exist- 
ence in hospitals of staphylococci resistant to the 
known penicillins; (2) the finding of a weapon 
to combat organisms causing typhoid fever and 
other intestinal disorders; and (3) the develop- 
ment of new penicillins to treat patients allergic 
to existing ones. 

Suicide at universities—According to a re- 
port in the British Medical Journal by Sir Alan 
Rook, senior health officer to Cambridge Univer- 
sity, suicide is the second most common cause 
of death among students at Cambridge, accidents 
being the first. During 1948 to 1958, 14 students 
committed suicide at Cambridge; 11 of them 
were white British students and three were Ne- 
groes. Only one was a woman and, indeed, among 
women students as a whole the suicide rate is 
low. Six of the suicides were students who had 
been at schools attended by those in higher in- 
come groups, and five were students who had 
been at schools for those in lower income groups, 
so there was no evidence that social class was a 
factor. The Cambridge figures show an annual 
suicide rate of 21.3 per 100,000 persons, com- 
pared with 4.1 for the age group 20 to 24 in 
England and Wales as a whole. At Oxford the 
rate is slightly higher, 26.4 per 100,000 persons. 
At both these older residential universities the 
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Peptic ulcer 440 48 
Gastritis 16 17 
Gastroenteritis 55 
Colitis 37 - 
Duodenitis 6 3 
Functional bowel syndrome 14 - 
Hiatus hernia (symptomatic) 16 1 
Pylorospasm or cardiospasm ll 2 
Irritable bowel 
Biliary tract dysfunctions ll ! 
Miscellaneous 29 
Total number of patients 569 156 
Clinical Results Excellent 445 150 
Fair 56 ~ 
Failure 68 6 
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suicide rates are much higher than at the newer 
provincial nonresidential universities. Reasons 
suggested are that a higher percentage of stu- 
dents at Oxford and Cambridge have ambitious 
parents who expect much from their children, or 
at least the children believe they do. The com- 
petition for places is more intense and the diffi- 
culties of entry lead to exaggerated hopes which 
are doomed to disappointment, and, although 
there is much to be said for the college system, 
living at home probably has a stabilizing influ- 
ence on the student. 

Sir Maurice Bowra of Wadham College, Ox- 
ford, suggests in reply that Sir Alan Rook’s arti- 
cle has given a misleading impression of present 
conditions at Oxford. Five or six years ago, when 
Sir Maurice was vice-chancellor of the Univer- 
sity, a system of confidential medical treatment 
was instituted to deal with this problem. Up to 
the end of 1953, there had been 15 student sui- 
cides at Oxford in seven years; between 1953 
and 1956 there were only two, and there have 
been none since. 

Calamity syndrome—At a meeting of the 
section of psychiatry of the Royal Society of 
Medicine, Professor Martin Roth of Durham Uni- 
versity described a hitherto unrecognized clinical 
entity to which he gave the name “phobic anxi- 
ety-depersonalization syndrome.” At two depart- 
ments of psychiatry attached to general hospitals, 
Professor Roth and his colleagues have since 
1956 studied 135 cases of depersonalization: 
there were 93 women and 42 men; the mean ages 
of the groups were 35 and 38, respectively. The 
illness had followed closely on bereavement or 
a sudden and serious illness of a close relative 
or friend (37 per cent), illness of or acute dan- 
ger to the patient himself (31 per cent), and 
quite often severance of family ties or acute 
domestic stress (15 per cent). Thus in 83 per 
cent of the cases the illness accompanied painful 
or disastrous circumstances, usually of an acute 
kind. Almost invariably associated with deper- 
sonalization was a characteristic pattern of pho- 
bic anxiety: fear of being alone in the streets. 
of entering crowded rooms, of having to wait, 
and so on. Conversely, only a small proportion 
of cases with phobic anxiety were free from epi- 
sodic or chronic depersonalization feelings. Hys- 
terical conversion symptoms were common at the 
onset and not infrequent in the chronic stage. 
and the same held true of disturbance of con- 
sciousness. In fact, one-third of these patients 
had feelings of faintness, giddiness or one or 
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more actual faints, and in this respect differed 
significantly from the group with mixed neuro- 
ses. Professor Roth thinks that this syndrome is 
a “pan-neurosis,” so that a high proportion of 
the patients, in addition to their symptoms of 
depersonalization and phobic anxiety, also had 
one or more features of tension and vasomotor 
disturbance, reactive depression, hypochondria- 
sis, hysteria or very mild obsession. 

Almost 10 per cent of the patients had endoge- 
nous depression, and, although the association of 
endogenous depression with depersonalization 
has often been described, Professor Roth does 
not believe that these two conditions have a com- 
mon origin. The poor results with electrocon- 
vulsive therapy in these patients seemed to bear 
this out. A few of the patients had features sug- 
gesting schizophrenia, but he believes that this 
is a relatively benign condition bordering on 
schizophrenia and that it is allied to such con- 
ditions as the amphetamine psychoses and those 
induced by hallucinogens. 

Dr. Arthur King and Dr. J. C. Little discussed 
the treatment of this syndrome with thiopentone. 
They administered 2.5 per cent thiopentone in- 
travenously at a rate sufficient to produce pro- 
gressive sedation and light sleep in about 15 
minutes. The patient was allowed to awake spon- 
taneously; this occurred in about 5 or 10 min- 
utes. The investigators found that the best results 
were obtained when treatments were given two 
or three times a week. In successful cases, bene- 
fit was cumulative, beginning after three or four 
treatments. No advantage was found in giving 
more than 10 treatments. 


FRANCE 


Medical use of human 
gamma globulins—Ob- 
servations of more than 
6000 patients who received 
injections of human globu- 
lins derived from the blood 
plasma for preventive or 
curative purposes were re- 
ported by J. P. Soulier, M. 
Badillet and F. Herzog in La Presse médicale. 

The dose for each patient was 0.2 ml. per kilo- 
gram of body weight, except for therapeutic 
doses, in which the amount was sometimes as 
much as 1 ml. The standard product was pre- 

(Continued on page A-84) 
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pared by pooling the plasmas of 1000 healthy 
adults. Certain specific globulins were extracted 
from a pool of a smaller number of plasmas ob- 
tained from patients vaccinated against pertussis, 
parotitis or smallpox and from patienis conva- 
lescing after an attack of poliomyelitis. The 
strength of the specific globulins was found to 
be approximately double or triple the strength of 
the standard ones. 

Measles was the chief indication for injection 
(more than 5000 cases). Of the patients who 
were definitely exposed to measles and received 
the injection, 73 per cent were completely pro- 
tected, 26 per cent had attenuated attacks, and 
only 1 per cent (four cases) were given no pro- 
tection. In certain patients at the supposed date 
of affection, a light coryza or a slight thermal 
disturbance appeared to be a true abortive equiv- 
alent. The time of injection is important. If it is 
given more than 10 days before the probable 
onset of the rash, protec.ion is absolute; if given 
5 to 10 days before, the attack is attenuated: if 
less than five days before, the effect of the injec- 
tion is doubtful. 

Gamma globulins will effec_ively cure serious 
cases of measles in which there are early threaten- 
ing pulmonary complications, hemorrhagic mea- 
sles and encephalitis. Of 12 patients with -en- 
cephalitis, only one had paralytic sequelae. A 
woman with comatose encephalitis was cured in 
40 hours with 10 injections of 4 ml. each, given 
at four hour in‘ervals. 

In pertussis, gamma globulins will relieve the 
paroxysms of coughing and will reduce their fre- 
quency by one-third. The injection of gamma 
globulins will also give pregnant women almost 
certain protection against rubella. Of 300 wom- 
en, three who had had an atypical attack of 
rubella gave birth to normal babies; the remain- 
der, protected against the disease, had normal 
babies or babies with insignificant defects. Only 
one malformation (mental retardation) could be 
possibly ascribed to rubella. No ocular malfor- 
mations were observed. 

Preventive injections seemed to protect two- 
thirds of the patients against parotitis. The rest 
had light attacks. The curative use of gamma 
globulins proved interesting: All serious cases. 
complicated by orchitis, ovaritis, pancreatitis. 
meningeal reactions and high fever, recovered 
rapidly. 

In immunization against smallpox, gamma 
globulins were successfully employed when vac- 
cination was contraindicated. Complications of 


smallpox vaccination in babies who had eczema, 
persons more than one year old who were being 
vaccinated for the first time, and patients who 
were also receiving BCG vaccine did not occur 
when vaccination and injection of the gamma 
globulins were done simultaneously. Success was 
also seen in generalized vaccinia. 

Prevention of chickenpox was not achieved. 
This disease was observed in children who re- 
ceived injections which fully protected them 
against measles. However, gamma globulins were 
remarkably effective in the malignant forms of 
chickenpox. 

The trial use of gamma globulins against polio- 
myelitis was not conclusive because of the small 
number of patients; however, none of the per- 
sons who received the injections contracted the 
disease. Patients with scarlatina who received in- 
jections during the incubation period of the dis- 
ease were only slightly affected. Successful re- 
sults were also ob:ained in cases of recurrent 
herpes, with two injections per week for one 
month, 


SPAIN 


Surgery of the ear— 
At a course in auditory sur- 
gery given in the National 
Labor Institute of Medicine 
and Sickness Insurance at 
Madrid, Drs. Fernando 
Antoli-Candela, Francisco 
Antoli-Candela and Fernan- 
dez Vila discussed the tech- 
nical problems and improvements in surgical 
treatment of otosclerotic deafness. 

Drs. Garcia Ibanez, Fernandez, Antoli-Candela 
and Oliazola spoke on surgery for deafness re- 
sulting from infection, tympanic perforations, 
fibrosis, etc. Reconstruction of the sound-con- 
ducting apparatus is now done by means of cuta- 
neous grafts, acrylic substances, bony cornices 
and even vein grafts. Technics and personal 
modifications are numerous. Thanks to the utili- 
zation of large microscopes, asepsis and good 
teamwork, the results of these operations often 
surpass expectations. Dr. Garcia also discussed 
the deontology of auditory surgery, pointing out 
that these technics give good results when prop- 
erly used, but that they may produce loss of hear- 
ing when employed by surgeons with insufficient 
experience, 
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The pattern of essential amino acids in food protein is 
the criterion of quality by which biological effectiveness 
is measured. The efficient conversion of ingested protein 
to tissue protein depends on the concomitant presence of 
all needed amino acids in proper amounts and proportions 
at the site of biosynthesis. 


Oatmeal exceeds all other whole-grain cereals in the 
amount of protein it provides. The quality of its protein 
is good—the distribution pattern of essential amino acids 
of the protein afforded by the oatmeal-and-milk serving 
resembles remarkably closely the pattern required by man. 
Comparison of Pattern of Essential Amino Acids in Quaker Oats Breakfast 


Dish* with Pattern of Essential Amino Acids Required by Male Adults 
(Values on Basis of Tryptophan as Unity) 


Trypto- Phenyl- Threo- Vali Methio- Leu-  tsoleu- 
phan alanine nine ane nine cine_—cine 


Essential Amino Acids 
Pattern in Quaker Oats 1.0 3.8 4.2 2.9 4.7 14 64 4.3 
Breakfast Dish* (1) 


Essential Amino Acids | 
Pattern Required by 1.0 | 4.4 3.2 2.0 3.2 44 44 28 
Male Adults (2) 


*Prepared from 1 oz. Quaker Oatmeal (dry) and 4 fl. oz. whole milk. 
(1) Estimated from values in “Amino Acid Content of Foods”, Home Economics Research 
Report No. 4, U.S. Dept. Agr., 1957, pp. 48, 58. 


Quaker Oats and Mother’s (Quaker Oats protein = 16.7%) 

Oats, the two brands of oat- (2) Staff Report: “Rose Reports Human Amino Acid Requirements”, Chem. Eng. News 
meal offered by The Quaker 

Oats Company, are identical. Oatmeal is also noted for its significant content of B vita- 
Both brands are available in 

the Quick (cooks in one min- mins and minerals important to physiologic needs. Its 
ute) and the Old-Fashioned delicious taste and easy digestibility further qualify oat- 
varieties which are of equal 

nutrient value. meal as an ideal “habit food” for every day’s breakfast. 


The Quaker Oats @mpany 
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WENDELL J. S. KRIEG 


Letters to a Medical Student 


My dear son: 


I need not advise you to be an individualist 
in your thinking and in your work; you have 
already shown that you are. You have seen 
for yourself. that a person pays heavily for 
his individualism, and yet that it is needed 
more than any other single trait of character 
in America today. In our country we mass- 
produce our automobiles, our furniture and 
our reading matter. If a newspaper or a tele- 
vision program doesn’t appeal to the masses, 
it fails. It is difficult for administrators to han- 
dle the individual, so they try to keep him 
down. If he is too big for them, he crops up 
unexpectedly in another place, like a dis- 
tended bowel that one is trying to stuff back 
into an incision. Specificity and differentia- 
tion are the yeast of progress. You may be 
forced into not expressing yourself, but don’t 
let anyone convince you that it is wrong to 
do so. 

To what does a man turn his attention as 
soon as he has means enough? He builds a 
home to his taste in the suburbs or country, 
and he isolates himself with as much land 
as he can afford to buy; perhaps this is not 
as true in the Middle West as on the Eastern 
seaboard, since good farming land makes 


rather expensive estate insulation material. 
He buys a yacht, perhaps. (One of the nice 
aspects about yachts is that they must be 
individually made.) Turning over the pages 
of “Who’s Who,” one finds that the men rep- 
resented are very much individuals, which 
is apparent even through the fog of the im- 
personal, abbreviated citations. As you make 
your individual contribution, you may not 
very obviously be rendering men a service 
they ordered, but you may be serving man- 
kind, giving it something it had not known 
to ask for. 

The popularity of any subject depends 
on its applicability. One sees it every day in 
the contrast between pure and applied re- 
search, fundamental science and clinical sci- 
ence, philosophical and practical. Sometimes 
direct applicability must be foregone for the 
sake of the possibility of fundamental ad- 
vances, new lines and foundation setting; and 
of all the investigation that is now being done, 
it is the professors who are freest to do this 
kind, so the responsibility for it rests on them. 

Men want you to give them tools to do 
their work or things to make them happy. 
If you hand them a gadget they don’t know 
how to use or don’t think they need, they lay 
(Continued on page A-92) 
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it down again. Popularity of a subject de- 
pends not only on the use that can be made 
of it but also on the accessibility of the sub- 
ject matter. Everyone knows the mechanism 
of an automobile because it is accessible, but 
the internal mechanism of a light meter is 
so delicate and special that few can service 
it. That may be the reason why brain study 
has lagged behind cardiology, for example. 

It is difficult for you to realize now as a 
student, while you are surrounded with teach- 
ers and mentors and with companions at 
ycur own level of ignorance, how alone you 
will be in your work in later years when you 
have to be your own fuel and fire. The fur- 
ther you go, the lonelier is the way. The man 
who is really alone is the man at the top. 
That is a truth which comes to every top 
executive or creative worker. There may be 
a large organization to carry cut his thoughts, 
but it is all dependent on his thoughts. He 
takes the responsibility; no one can advise 
him; everyone has a personal bias—even his 
family, who, perhaps, advised him to accept 
the darned job in the first place. 

Many successful men in their 50s and be- 
yond seem to lose some of their savor for 
lice, but I should think that as the heights 
become greater, the views are wider, the air 
is more winey. The fellow climbers are fewer 
and more dependable. There must be such 
an Olympian simplification in calling up the 
chairman of the board or the president, not 
a something or other. In fact, the pleasure 
and surprise at knowing people whom one 
hardly expected to know and the stimula- 
tion gained from frequent converse with men 
many persons never get to see should be 
among the great satisfactions of later life. 
One can participate in honoring them on oc- 
casions and enjoy the interchange of cour- 
tesies that indicate mutual esteem. In your 
years as an unknown worker, it might be 
heartening to think of these things. In fact, 
it seems about the only gleam, once one 
has fulfilled the normal quota of desire for 
education, money, position and a satisfactory 
sexual object. 

In those early and middle years, how- 
ever, try not to become disccuraged if your 
work isn’t recognized or seems to have little 
influence. My old chief used to say that they 
don’t start reading your papers for five years. 
(I would double that figure.) In fact, if you 
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find your work too popular, you might have 
reason to be alarmed. Perhaps it is too ob- 
vious; perhaps you have just fallen in with 
someone else’s idea. Others quote you to use 
you for their own ends, not to admire you. 

You may as well become accustomed to 
the fact that nobody cares about your work 
while you are doing it. Yet people will pay 
money to buy the book y: u couldn’t get them 
to look at while it was in manuscript, much 
less while it was in the first draft or rough 
notes. In fact, if others are too appreciative, 
your work may not be sufficiently ahead of 
the day to be a novelty when it comes out. 
Only when you have finished and the work 
is disseminated, do people remark about the 
product and want to discuss it with you; but 
then you don’t care any more and are busy 
with something else in which they wouldn’t 
be interested even if you should try to divert 
them. On the other hand, I have sometimes 
realized with a start that I haven’t even read 
important works very close to my chief sub- 
ject of study; or, more embarrassing, I hear 
about their very existence from others. How- 
ever, important work has a way of finding 
its own level in time. The material you work 
out in what seems fantastic and impractical 
detail today will be a part of the subject mat- 
ter of the review articles and even the text- 
bocks of tomorrow. Goethe has remarked 
about this, and it is easy to see in the produc- 
tions of Freud, Pasteur, Cajal and many 
others. 

Your discovery must be well and definitely 
expressed, or epigoni will restate it with vari- 
ations; and it will be they, not you, who re- 
ceive the credit. Only what is written down 
on paper is important. You may have slides, 
models, specimens, but only a few see these. 
Make a picture of them, and your public can 
reach around the globe. This is true of all 
the sciences and arts. A library, more than 
anything else, is truly the ark of the world’s 
thought, knowledge and culture. The “Iliad” 
has come down intact, but the site of Troy 
can be recognized by only a few huge stones. 

It is one thing to keep at work and quite 
another to finish a piece of work and publish 
it. Some rush into print with the first suc- 
cessful experiment; others fear the exposure 
that publication entails, and they never quite 
finish. Much time will be saved and you will 
(Continued on page A-94) 
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sufficient supply of get your work out much sooner if you will 
TETREX.: stop just short of perfection. The last 5 per 
ENS capsules cent of excellence can cost as much time as 

the rest of the job; be content with an as- 


sured 95 per cent. Any fool can finish a thing 
perfectly smooth if he only takes the time. 
The wise man knows when to stop polishing. 

Your findings can never be known until 
definitively reported, and it is wise to have 
a substantial amount in print in your early 
years. Like money at interest, it can go on 
working for you that much longer. On the 
other hand, the worst thing you could do 
would be to begin your career with a paper 
| full of sloppy work and unwarranted con- 
| clusions. A badly considered doctorate thesis 
can render its perpetrator suspect for decades. 
I have seen it happen! 

I am sorry to hear that you have to do 
your summer’s work before your vacation. 


You may want TETREX to 
start therapy on the next 


of the creative scientist. 
And so, good night, 


BRISTOL LABORATORIES INC. SYRACUSE. N.Y. Father 
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Psychosomatic Medicine and 
the Diagnostic Process 


RICHARD M. MAGRAW* 


University of Minnesota Medical School, Minneapolis 
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Psycuosomatic medi-  ™ 
is becoming a 
trite subject, not be- 
cause it has received 
more attention than it 
deserves, but rather be- 
cause only meager help 
for physicians and their 
patients has resulted 
from the attention it 
has had, It is also in a 
fair way of being killed 
with kindness, since everybody has a good 
word to say for the concept of psychosomatic 
medicine, but not too many work it into their 
practice. Various reasons are given for this 
disappointing state of affairs. Psychiatrists are 
prone to say the trouble lies in the practicing 
physician’s lack of knowledge of psychody- 
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tin this discussion, psychosomatic medicine refers to the general 
emotional problems in medicine, i.e., the conditions often described 


by the term “functional,” as in “functional complaints” or ‘“‘func- 
tional illness." I will not consider the so-called psychosomatic ill- 
nesses such as ulcerative colitis or peptic ulcer, since these are not 


diagnostic problems in the sense of this paper. 
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Prevalent medical attitudes and practices 
in diagnosis are more important in caus- 
ing unsatisfactory handling of emotional 
factors in illness than are limitations of the 
doctor’s time and knowledge of psycho- 
dynamics. 

Failure to clarify the patient’s complaints 
is a common but unrecognized block to 
simplification of diagnosis and treatment. 
Suggestions are offered to help toward bet- 
ter understanding of the patient and his 
complaints. 


namics and psychopathology, while the prac- 
ticing physician feels his basic problem is the 
matter of time. Both factors are important; 
however, I believe the real trouble is in defi- 
cient diagnosis. The type of deficient diagno- 
sis I refer to is epitomized in the term func- 
tional. If doctors are willing to revise the 
nebulous diagnostic concepts and the faulty or 
slipshod diagnostic practices that underlie and 
permit the use of the word functional, they 
can improve both their handling of these prob- 
lems and their own satisfaction in medical 
practice. Furthermore, they can do this with- 


639 


TABLE 1 


ELEMENTS OF DIAGNOsIS 


1. Gathering of facts 


2. Analysis of data 


out having any additional formal training in 
psychiatry and without any additional expendi- 
ture of time—in fact with an over-all saving 
of time. 

Diagnosis has two elements (table 1): (1) 
the gathering of facts derived from the his- 
tory and the physical and. laboratory findings 
and (2) analysis of the data gathered. We will 
be concerned here primarily with the facts 
gathered from the patient via the medical his- 
tory, particularly from what he can tell us 
about his symptoms, about what ails him, and 
about his presenting complaint. 

I will discuss three main points regarding 
the process of diagnosis: (1) the process of 
analysis of data, emphasizing the errors and 
ambiguities which exist in the conceptual 
framework within which this analysis is‘ car- 
ried out; (2) some technics we doctors use 
to “get around” the necessity for the two ele- 
ments of diagnosis, and (3) the problem of 
gathering data about the patient’s symptoms. 


Process of Analysis 


The process of analysis of data is a form of 
problem solving, wherein the doctor, given a 


Symptoms and physical and 
laboratory findings 


Diagnostic 
Categories 


( Diseases or 
Syndrome) 


FIGURE lL. 
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set of facts—and, as you know, these facts 
aren’t “given,” but have to be labored for—is 
expected by a process of logic or intuition or 
by no discernible process at all to arrive at a 
solution, i.e., an answer in terms of disease or 
syndrome (figure 1). Medical diagnosis is a 
particular kind of problem solving, well known 
to those who take multiple-choice examina- 
tions. Thus, the matter of finding a solution is 
not an open-end type of problem; rather, the 
patient’s symptoms must be fitted into estab- 
lished diagnostic categories or slots. Obvious- 
ly, the answer in a multiple-choice type of 
problem can be no more accurate than the 
choices available. Not the least of our prob- 
lems in psychosomatic medicine is the fact 
that the diagnostic categories available to us, 
such as irritable colon, functional heart dis- 
ease or functional bowel disease, are not ac- 
curate. In fact, they are not diagnoses at all. 

Analysis of data consists of a “stepwise” 
progression of understanding, a sequence of 
deductions. In order to get logically from a 
given fact to a diagnosis, a series of intermedi- 
ate decisions is required. However, with prac- 
tice, sometimes we can jump from the symp- 
tom to the diagnosis without any perceptible 
intermediate steps. Partly because of this and 
also because we are not taught to think this 
way, we doctors tend to be unaware of some 
of these intermediate steps in diagnosis. Con- 
sequently, there exists a gap in the logical 
process of diagnosis, all the more important 
because it is likely to be unrecognized. 

Let us look at some of the first of these in- 
termediate steps (figure 2). Logically, the first 
decision the doctor must make is whether the 
complaint is really a complaint at all, that is, 
whether the patient’s symptom is distressing 
to him or in some way is of use or help to him. 
This decision is made as the doctor seeks to 
establish the exact place and nature of the pa- 
tient’s “hurting.” Is he, for example, genuine- 
ly distressed by his headache or does he smile 
as he tells you triumphantly that your last pills 
didn’t help him either? Is he primarily inter- 
ested in getting relief or does he seem almost 
more interested in using the symptom to ex- 
tract care or to impress his family or his doc- 
tor with the fact he is sick? Does he protest 
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Process of Diagnosis 


Symptoms(or complaints) 


Distress Gratification 


Diagnostic 
Categories 


too much about his desire for help and his 
wish to be well again? Often a symptom is both 
distressing and gratifying, and we must de- 
cide to what degree both factors are involved. 
The gratification a patient obtains from his 
symptom is often spoken of as a secondary 
gain, although it may in fact be primary. It is 
more likely to be prominent with chronic rath- 
er than recently developed symptoms, and the 
patient may or may not be aware that he is 
exploiting his symptom. That is to say, the 
gain involved may be either conscious or un- 
conscious. * 

If the patient is distressed by his symptom, 
the next decision is generally made in terms of 
whether the basis of the patient’s distress is 
organic or functional (figure 3). Here we 
will have to define terms, for while we all find 
this a useful and valid distinction to make, we 
tend not to know exactly what we mean. “The 
word ‘functional’ in present-day clinical usage 
has taken on a different meaning than its dic- 


FIGURE 2. 


*The physician’s awareness that a symptom is useful in 
the patient’s psychologic economy, for example, as an 
indirect expression of anger or as a kind of protection 
against life, at once tempers therapeutic efforts and in- 
dicates what the patient really needs. Moreover, during 
the communication necessary for the doctor to arrive 
at this understanding, the patient himself may come to 
see his problem more clearly and to find more direct and 
satisfactory solutions than medical complaints. 
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tionary definition, namely, ‘a disorder which 
affects function but not structure.’ ”' Disor- 
ders in which function but not structure is 
affected are usually diagnosed in terms of the 
apparent physiologic change. For example, 
tachycardia, syncope or excessive sweating is 
respectively termed paroxysmal tachycardia, 
vasodepressor syncope or hyperhidrosis. The 
diagnostic label of functional, contrary to what 
the name implies, has in clinical usage come 
to be applied primarily to symptoms in which 
no actual functional change is demonstrated. 
“Rather, these symptoms are usually produced 
by the psychological mechanism of symbolism, 
wherein the patient reads into his body a men- 
tal picture or image of pathology, as if it were 
really present. To be sure, to some degree al- 
most all symptoms are colored by the patient’s 
mental picture of what is going on within him, 
so that a measure of individuality referred to 
as ‘subjectivity’ is introduced into most de- 
scriptions of symptoms. However, there are 
many symptoms in which, for all practical 
purposes, the whole of the symptom is nothing 
more or less than an emotionally charged sym- 
bol or mental image projected onto the body 
from whence it is reported as if it were actu- 
ally there.” 

I have said that the diagnostic label of 


Process of Diagnosis 


Symptoms (or complaints) 


Distress Gratification 


" Organic’ “Functional 


Diagnostic 
Categories 


FIGURE 3. 


641 


' 


functional* in clinical usage is almost always 
employed to designate symptoms not associ- 
ated with alteration of structure or function. 
Does this mean that many patients who com- 
plain of such symptoms as bloating or numb- 
ness and tingling or of a gnawing pain may be 
complaining of something which they imag- 
ine? Most emphatically, it does. They are not 
imagining that they are ill; rather, they are 
reporting a mental image. It is this image or 
symbol that we need to diagnose, decipher and 
give treatment for. 

All doctors have been schooled not to use 
the term imaginary in regard to such symp- 
toms and not to think of them as being im- 
agined. It is easy to understand why, since in 
the past this term has all too often been asso- 
ciated with unhelpful and disdainful attitudes 
on the part of physicians and with cynical, 
patronizing or foolish modes of medical man- 
agement. I am emphasizing the psychologic or 
symbolic nature of these symptoms now, not 
to foster an outmoded medical attitude of “it’s 
all in his head” or “it’s supratentorial,” nor 
to offer an easy “out” for obscure diagnostic 
problems in clinical medicine, but rather to 
clarify the basic mechanisms of the produc- 
tion of symptoms so that the doctor can think 
clearly about what is wrong and more easily 
help the patient. It is time to recognize that, 
however well intentioned, the insistence that 
symptoms are not imagined has blocked prog- 
ress in this part of medicine. It has fostered 
sloppy habits of diagnosis, for the practitioner, 
denied the true explanation, has been forced 
to invent pathologic conditions or to dream up 
fanciful mechanisms such as “adhesions” or 
“hypermotility of the bowel” to explain the 
patient’s symptoms. To say that a symptom is 
imagined or symbolic (figure 4) does not 
mean that the patient’s distress is unreal, or 


*It must be recognized that the term functional has dif- 
ferent meanings to different people and that some use it 
in the proper dictionary sense. The terms we use here are 
less important than is the distinction which must be 
made between a symptom that is a report of a disturb- 
ance of physiology or structure and one that is a report 
of a symbolic concept or idea. The distinction between 
a symptom due to disturbance of function (physiology) 
only versus one resulting from structural change can be 
made as the next step. 
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that he is cheating, or that he is any more 
foolish or self-deceptive than the rest of man- 
kind. It does mean that his mental images, i.e.. 
what he imagines, have a great deal to do 
with—and in many cases everything to do 
with—his symptoms. Since the term imagine 
can be misused and misinterpreted, the word 
symbolic is the preferred term in describing 
these symptoms. 

Symbolic symptoms are extremely common 
in practice. Every practicing doctor sees them 
every day if he looks for them. For example. 
the woman who comes in complaining of pain 
or swelling in her throat or of a “sort of an 
ache” in her flank is describing thereby her 
mental image of cancer; the man who com- 
plains of tightness and pain in the chest or 
shortness of breath is giving his picture of 
heart disease. Whatever the symbolic meaning 
of the symptom, it points the way to the pa- 
tient’s basic emotional problem. Many of these 
symbolic symptoms indicate a patient’s pic- 
ture of some dread illness and his guilty ex- 
pectation that it will befall him. In our culture 
the chances are that guilt is related to some 
aggressive impulse in approximately four out 
of five persons. 

Usually these symbolic symptoms are not 
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sufficiently obvious or persistent to merit an 
out-and-out diagnosis of a psychiatric condi- 
tion such as phobia. However, fairly frequent- 
ly the ideas or images expressed symbolically 
are extremely abnormal. There is, for exam- 
ple, the patient who complains of pain or 
numbness in the right side of her face. When 
you ask her to be more specific, you find she 
is describing a mental picture she has of one 
side of her brain being dead. Another patient 
complains of “backache and kidney trouble,” 
and if you insist on clarity and frankness you 
find he is talking about a sensation of urine 
dribbling down from his kidney to his bladder. 
There is also the woman who complains of 
“chills in her cervix,” or the one who com- 
plains of backache; if you get a careful under- 
standing of the symptom, you learn that the 
patient is really describing a sensation of hav- 
ing a raw spinal cord open on her back. Such 
symbolic symptoms are somatic delusions, al- 
though seldom recognized as such." 

Here again, the symptom is often a result 
of mixture of mechanisms, and one must de- 
cide to what extent it is symbolic and to what 
extent it is a reflection of disturbed physiology 
or structural change. For example, an elderly 
man came from a small town many miles away 
to be examined and treated for a plugged nose. 
A note from his doctor indicated the patient 
was being treated for severe hypertension. The 
assumption was made that he was getting a 
Rauwolfia preparation which produced a nasal 
stuffiness, and this later proved to be the case. 
However, before concluding at the onset that 
this was the cause of the patient’s trouble, it 
was important to understand exactly what was 
bothering him. In response to persistent efforts 
to understand in what way his condition both- 
ered him, the patient grudgingly and slowly 
explained that the stuffiness made him nervous 


*In addition to the bizarreness and fixity of these con- 
cepts, their delusional nature may be suggested by the 
following clues. The patient may show repugnance with 
flaring nostrils, etc., as he discusses them. Further, a 
discussion of the symbolic ideas behind his symptom 
may make him more anxious instead of producing relief 
and improvement in his symptoms. Lastly, such patients 
often show a momentary widening, then narrowing of 
the palpebral fissures. In my experience this last sign 
is virtually pathognomonic of paranoid schizophrenia. 
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and kept him awake nights. When questioned 
about this, he reluctantly acknowledged that 
he felt “there might be something wrong in 
there.” When pressed further, he replied with 
considerable relief that lately he had noticed 
a small lump growing on the top of his left 
testis, and that he feared this might be cancer 
and might have spread to his nose. The patient 
did have a small tumor at the upper pole of 
the testis. | am sure this would have been 
missed in 99 of 100 physical examinations. In 
addition, he had early failure of the left ven- 
tricle and mild diabetes, not previously diag- 
nosed, which did not figure in the complaint. 
He thus had four conditions requiring treat- 
ment, but the one primarily responsible for his 
symptom, namely, worry about cancer spread- 
ing to his nose, would almost certainly have 
been overlooked if we had not gained an un- 
derstanding of precisely what was bothering 
the patient. 

There are, of course, other important inter- 
mediate diagnostic steps before the final diag- 
nostic category is reached. For the purposes 
of this presentation, we can stop here. Many 
times in clinical diagnosis we begin here, by- 
passing the steps just described and assuming 
that the symptom is purely organic in origin. 
Diagnosis by exclusion is the inevitable result 
and is a very weak type of diagnosis indeed. 
If the doctor reaches the point of saying in 
effect that there is nothing I can find wrong 
with you and it must be your nerves, he is 
going to make a lot of errors. Furthermore, 
unless some direct connection is established 
between any suspected pathologic condition 
and the things the patient complains of, one 
of the most common errors in medicine will 
result. The patient will be treated for some 
condition the doctor finds rather than for what 
actually ails him. 

Before I describe some technics we doctors 
use to bypass these intermediate steps in diag- 
nosis, I would like to emphasize that these pre- 
liminary diagnostic decisions must be based 
on a clear understanding of the patient’s 
“hurt” or presenting complaint, i.e., the facts 
have to be gathered before they can be ana- 
lyzed. Nothing new has been added here or 
is asked of the doctor. This is simply a sche- 
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matic way of emphasizing the need for a clear 
understanding of the patient’s presenting com- 
plaint, of providing a way of thinking about 
symptoms, and of making obvious the effects 
of lack of clarity. 

To make the first decision the doctor must 
know whether the symptom is of use or com- 
fort to the patient and, if so, what use. For the 
second decision the doctor must know the 
meaning of the symptom or what the patient 
thinks is wrong with him. A vicious circle 
exists wherein the doctor doesn’t secure this 
information and hence doesn’t know how to 
analyze it or realize its importance; since he 
doesn’t use it or realize its importance, he 
doesn’t attempt to get it. 


Technics to Circumvent the 
Work of Diagnosis 


Several technics are commonly being used 
to circumvent the need to accurately gather 
and analyze facts. The first might be called 
the “IBM approach.” This is a kind of match- 
ing operation in which the patient’s complaints 
are converted into medical jargon and then 
matched against a list of likely conditions. “I 
cannot breathe deeply’’ becomes dyspnea: 
“I have a burning taste” becomes glossitis; 
“I’m not able to do anything” becomes easy 
fatigability. These symptoms are then matched 
against appropriate disease entities to deter- 
mine the diagnosis. 

A second technic is the “sharpshooter ap- 
proach.” This consists of a quest for pathog- 
nomonic symptoms or signs. History taking 
becomes a kind of quiz session: “Does this 
burning in your stomach get worse when you 
lie down after eating? Are your stools tarry?” 
etc. If the patient says no despite the physi- 
cian’s hope for a positive answer, the latter’s 
face falls until he thinks of a new possibility: 
“Do you have alternate constipation and diar- 
rhea?” ete. 

A third technic involves a kind of “vacuum 
cleaner approach.” Here the patient’s com- 
plaints are used to get a superficial idea of the 
locus of the trouble. The doctor then puts out 
a kind of dragnet of diagnostic procedures, 
e.g., roentgenograms and laboratory and psy- 
chologic tests, in the hope of finding among 
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the data a pathologic condition which will do 
for a diagnosis. For example, if the patient 
has pain in the upper abdomen, x-rays of his 
gallbladder are ordered without more ado. 
Who said that the indications for a chole- 
cystectomy are “burping, bloating and Blue 
Cross”? These pseudodiagnostic technics have 
a superficial appeal as short cuts. They do not 
save time or money. They do save the doctors 
from having to think about the symptom. | 
am sure that, as has been said, “when neuro- 
physiologists are able to measure the energy 
used in thinking, it will be found to be im- 
mense, since we will all do almost anything to 
avoid it.” Most of us are willing to do hours 
of routine work in order to avoid the neces- 
sity for one clear trail-blazing thought. 


Gathering Data or Understanding 
the Complaint 


All these substitute technics have in com- 
mon a disregard for what is bothering the pa- 
tient; this brings us to the third point in our 
discussion, the problem of gathering data. The 
most important facts for diagnosis are col- 
lected by clearly understanding the complaint. 
This is the most difficult part of the medical 
history, if we seek a real understanding rather 
than an uncritical acceptance of the first state- 
ment the patient makes about the nature of his 
trouble. Getting such an understanding will 
involve knowing exactly what the patient 
means by the words he uses and exactly how 
the symptom bothers him, and may involve 
knowing why he comes just at the time he 
does, or what he thinks is wrong. Most of the 
trouble we have in medicine results from not 
getting this understanding. Frequently, and by 
frequently | mean one-third to one-half the 
time, we are in the position of trying to diag- 
nose and treat the patient without knowing 
about his “hurting,” or, to say it another way, 
of trying to find an answer without knowing 
the question. 

Why is this the case? Why don’t we learn 
what is bothering the patient? Both the doc- 
tor and patient are responsible for this. As far 
as the doctor’s responsibility is concerned, I 
have indicated some technics which enable 
him to get by without these data, although 
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ultimately his effectiveness is diluted as a re- 
sult, and his practice becomes cluttered and 
confused. 

Two additional reasons make it likely that 
a doctor will not have this clear understand- 
ing. First, because an oversight may have life- 
and-death consequences, the doctor is anxious 
lest he overlook any potentially important ill- 
ness. Hence, his concern, as well as his medi- 
cal training, impels him to detect any disease 
present, rather than to pay attention to exactly 
what bothers the patient. 

The second factor concerns the doctor’s re- 
luctance to get this information or really to 
accept or deal straightforwardly with the pa- 
tient’s trouble in whatever form it comes. As 
long as the patient confines himself to mate- 
rial that is easy to understand and deal with, 
the physician is interested; but if the patient 
shows signs of wanting to discuss some other 
trouble, the doctor may put him off or other- 
wise change the direction of the interview. If 
the doctor does this, he is not honestly fulfill- 
ing his role. 

Sometimes both the doctor and the patient 
seem to be “con” men, bent on “conning” one 
another rather than on getting to work on the 
problem. We all know that the patient is apt 
not to be frank and open about what bothers 
him. He sometimes seems to “plead the fifth 
amendment.” Oliver Goldsmith must have had 
patients’ complaints in mind when he said 
that words are used as much to conceal 
thoughts and feelings as to express them. 
Aside from this issue of frankness, it is sur- 
prising how often the patient’s habitual am- 
biguity or his wish to be dependent interferes 
with his telling us what bothers him. He may 
show the “you know” syndrome, saying “I 
feel sort of weak, you know,” and the doctor 
may nod in agreement when he doesn’t know 
at all. Or the patient’s voice trails off as he 
describes his symptoms, and he looks help- 
lessly and expectantly at the doctor, waiting 
for the latter to tell him where he hurts. 

The fundamental issue between doctor and 
patient at this point is honesty. If the doctor 
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is to understand the patient, he must be will- 
ing to use his own honest dedication to his job 
to force this issue and to insist that the patient 
“show his hand” as part of the price of help. 

The practice of medicine is based on a con- 
tract between two people. As far as the patient 
is concerned, the contract involves his ailment 
or his hurt, in short, his symptom. On the 
other hand, we doctors tend to think of the 
contract “. ... in terms of specific disease 
entities. We even speak of the patient as a 
‘diabetic,’ ‘a coronary’ or ‘a schizophrenic’; 
but the patient . . . thinks of his symptoms as 
disease. Indeed, the very word ‘dis-ease’ indi- 
cates that that was the original meaning. Be- 
cause of our long familiarity with the concept 
of diseases, and because they are very help- 
ful, generally we forget that they are essen- 
tially theoretical models, artifacts that we have 
introduced to give us some direction in work- 
ing with complicated phenomena.” 

The implications of this to the doctor are 
twofold. First, if he is to fulfill his contract 
with the patient, he needs to know exactly 
what is bothering the patient; he needs to un- 
derstand of what use or comfort the symptom 
may be to the patient, and he certainly needs 
to know what the patient means or what the 
symptom means to the patient. 

Secondly, the physician needs to recognize 
that, important as it is, his concept of ill 
health or disease is incomplete. The patient’s 
hurt or symptom is in a real sense his illness, 
his disease. Furthermore, this symptom prob- 
ably represents the final common path to ex- 
pression of several pathologic mechanisms. 

Hence, the proper diagnostic orientation is 
not “What disease(s) does the patient have?” 
but rather “What mechanisms, including dis- 
ease entities, are important in the patient’s 
symptoms?” 
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The Management of 
Erythroblastosis Fetalis 


FRED H. ALLEN, JR.* 


Harvard Medical School, Boston 


fe- 
talis is one of the most 
common and serious 
disorders of the neo- 
natal period, and there 
are many opportunities 
for error in its man- 
agement. The tragic 
thing about these mis- 
takes is that they so 
often result in children 
with cerebral palsy. 
This brain damage can be prevented by prop- 
er use of exchange transfusion. 


Results to Be Expected With 
Good Management 


FRED H. ALLEN, JR. 


In an eight and a half year period, begin- 
ning January 1945, 193 babies with erythro- 
blastosis fetalis were treated at the Richard- 
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It is a mistake to assume that because a 
baby with erythroblastosis fetalis has a 
high hemoglobin level he is not in danger. 
Jaundice is rarely present at birth. There 
are other traps for the unwary, particularly 
in performing and interpreting laboratory 
tests. The usual price of poor management, 
unless one is lucky, is kernicterus, which 
either kills the baby immediately or leaves 
him a cripple. The reward for vigilance is 
the satisfaction of having prevented some 
cases of cerebral palsy. 


son House in Boston (figure 1). These 193 
cases are divided into four groups, depending 
on the kind of treatment used in the respective 
periods. The length of the periods and the 
number of cases in each are indicated. 

In the first period, before the use of ex- 
change transfusion, there were six cases of 
kernicterus, or an incidence of almost one- 
third. In the second period, after exchange 
transfusion therapy was developed, there still 
were six cases of kernicterus. Some of these 
babies did not have exchange transfusion, and 
none had more than one transfusion. The per- 
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FIGURE 1. Results in 193 cases of eryth- 
roblastosis fetalis in a maternity hos- 
pital, January 1, 1945 to June 30, 1953. 
Consecutive time periods are indicated 
at the tops of the columns, the number 
of cases in the periods at the bottoms. 
Treatment by exchange transfusion is 
indicated by the slender columns (none 
in the first period), and multiple ex- 
change transfusions are indicated by 
shading in the narrow columns, the 
height being proportional to the number 
of cases so treated. Clear areas in the 
large columns represent babies who re- 
covered without sequelae of erythroblas- 
tosis. Crosshatched areas represent cases 
of kernicterus, whether the babies lived Rec. 
or died. Black areas represent babies 
who died without kernicterus. 


Kern. 
Died 


centage of incidence of kernicterus in the sec- 
ond period was lower, but it was not clear at 
the time whether or not the treatment had any 
favorable effect in this direction. 

When multiple exchange transfusions were 
begun in April 1949, they were used at first 
in those cases in which, on the basis of the 
history, it was thought likely that kernicterus 
would develop. Later we discovered the rela- 
tion between jaundice and kernicterus and 
began to consider severe jaundice an indica- 
tion for use of single or multiple exchange 
transfusions. Partly due to luck and partly 
due to increased knowledge of the important 
factors, there was no kernicterus in this period, 
nor did it occur in any case in the subsequent 
two year period. Since then there have been 
only rare cases of kernicterus, always because 
the diagnosis was not established in time or 
because inadequate treatment was given. 


Principles in Prevention 
of Kernicterus 


There is world-wide agreement now that 
kernicterus is preventable. Because of this and 
since kernicterus is such an unfortunate oc- 
currence, diagnostic and therapeutic measures 
are concerned especially with this problem. 
Table 1 is an outline of the principles that 
need most emphasis. Diagnose Rh problems 
antenatally. Suspect erythroblastosis fetalis in 
each newborn infant regardless of prenatal 
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PREVENTION OF KERNICTERUS 


1. Diagnose Rh problems antenatally. 


. Suspect erythroblastosis fetalis in each newborn, irre- 
spective of prenatal tests. 


3. Look for early jaundice in each newborn. 


4. Act immediately when early jaundice is seen or when- 
ever severe jaundice is seen in the newborn. 


tests that may have been done. It will occur in 
about one baby in 50. Look for early jaun- 
dice; whatever the cause, severe jaundice may 
damage the brain. Act immediately when early 
jaundice is seen or whenever a baby is found 
to be severely jaundiced. 


Diagnosis of Erythroblastosis Fetalis 
Due to Rh Incompatibility 


Table 2 lists the important points in the 
diagnosis of erythroblastosis fetalis due to Rh 
incompatibility. Do blood-typing tests on all 
pregnant women and look for Rh antibodies 
in the serum of all Rh-negative women. We 
customarily do the first such test at about 
seven months’ gestation and follow it up with 
another test during the ninth month to detect 
antibodies that may be developing in the late 
weeks. If antibodies are found, titration of the 
antibodies is done, and unless the titer is al- 
ready high it is worthwhile to repeat the test 
frequently to see if it is rising. 
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TABLE 2 


Diacnosis or EryTHROBLASTOSIS FeTALis Due 
to Ru INCOMPATIBILITY 


1. Identify Rh-negative women prenatally. 


2. Test for Rh sensitization in Rh-negative women pre- 
natally. 


3. Examine newborn for physical signs of erythroblasto- 
sis fetalis. 

4. Positive Coombs’ test (on red cells of infant) estab- 
lishes diagnosis of erythroblastosis. 

5. Rh typing of infant may be falsely negative. 


Physical examination of the newborn baby 
is important. It is often very easy to make a 
clinical diagnosis of erythroblastosis fetalis if 
it is suspected in advance by prenatal tests. It 
is sometimes possible, by doing an immediate 
physical examination, to avoid making mis- 
takes which may result from false laboratory 
information. The Coombs test is probably the 
most important diagnostic test, and a posi- 
tive result always establishes the diagnosis of 
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erythroblastosis fetalis. However, it does not 
indicate the severity of the disease or the need 
for treatment. It is well also to remember that 
in a baby with erythroblastosis due to Rh in- 
compatibility the Rh typing may give a false 
negative reaction. 

Early diagnosis is especially important be- 
cause of the relative severity of erythroblasto- 
sis fetalis in the group caused by Rh incom- 
patibility, and that is why prenatal tests are 
so essential. 


Important Blood-group Factors 


In figure 2 the most important blood-group 
factors for which specific antibodies have been 
found are listed. Quite probably each of these 
factors may, on occasion, cause erythroblasto- 
sis fetalis. The one which causes it most fre- 
quently is blood factor A. In our experience it 
is responsible for perhaps 60 per cent of all 
cases. Luckily these cases are relatively mild: 
almost always, one has time to make a diag- 
nosis after birth and institute treatment before 


FIGURE 2. Important blood-group factors 
for which specific antiserums have been 
found. Most of these factors belong to 
one or more of the nine well-recognized 
blood-group families. Those designated 
Vr “unclassified” have not been studied 
thoroughly enough to know which if 
Ku any of the established families they be- 
long to. Presumably all of them may 
cause clinical problems, although A, B 
and D cause at least 98 per cent of all 
clinical blood-group problems now rec- 
ognized. D is “Rh.” D is called “Rh,” 


in the Wiener notation. 


Oct. ‘58 
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there is trouble. Factor D is the second most 
common cause of erythroblastosis fetalis, and 
the most important from the standpoint of 
severity of the disease. The third most impor- 
tant blood factor is B. A, B and D cause 98 or 
99 per cent of all cases of erythroblastosis. 
However, so great is the number of other 
blood-group factors that may cause trouble 
that one can never be sure in advance by any 
prenatal tests that are really worth doing that 
a baby will not have erythroblastosis fetalis. 

In the diagnosis of cases other than those 
caused by Rh incompatibility one usually de- 
pends on physical examination and, in par- 
ticular, on the early appearance of jaundice. 
Keep in mind that in the majority of cases of 
erythroblastosis fetalis the mother will be Rh- 
positive. 


Illustrative Case Report 


Figure 3 represents a case which empha- 
sizes several important points. The mother was 
known to be Rh-negative and to have a mod- 
erate titer of Rh antibodies. The baby was 
born at term—a big, healthy-looking boy 
weighing 81% lb. He did not have apparent en- 
largement of the liver and spleen, or pallor, or 
jaundice. The value for the hemoglobin in the 
cord blood was 13 gm. per 100 ml. and, as 
usually happens, within a couple of hours it 
rose to 15 gm., where it stayed for a full three 
days before gradually beginning to go down. 
Meanwhile the serum bilirubin, which initially 
was 7 mg. per 100 ml., rose very rapidly; the 
baby quickly became jaundiced, and the se- 
rum bilirubin eventually reached a level of 
about 37 mg. At about 40 hours of age the 
baby had definite signs of brain damage, and 
later was found to have typical kernicterus 
with athetoid cerebral palsy. 

This is not a case of which anyone can be 
proud, but it does illustrate three important 
things. First, jaundice was not present at birth. 
Despite the serum bilirubin level of 7 mg. 
(very high by adult standards) this baby did 
not have jaundice of the skin. This is the al- 
most invariable situation in newborn babies. 
The erythroblastotic baby occasionally has 
yellow vernix; he usually has slight yellow dis- 
coloration of the cord; but the skin itself rare- 
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5° Onset of signs 
of kernicterus 


Age in days 


FicguURE 3. Typical course of untreated erythroblastosis 
with severe jaundice in the absence of anemia in the 
first few days of life. 


ly is jaundiced, and even when it is the jaun- 
dice is so faint as to be almost impossible to 
detect. 

Second, and perhaps even more important, 
the hemoglobin remained high. There is no 
reason whatever for optimism because the 
baby has a high hemoglobin or because it re- 
mains high. In fact, more often than not the 
babies who are going to have trouble because 
of too much jaundice maintain high hemo- 
globin levels throughout the first few days of 
life. It is actually better not to do serial hemo- 
globin tests during the first week. A hemo- 
globin determination should be made at the 
time of birth, and one should then refrain from 
measuring the hemoglobin during the rest of 
the first week, resuming the determinations in 
the second week. 

The third important lesson from this case 
is the importance of serum bilirubin. If it re- 
mains below 20 mg. per 100 ml. the baby is 
very unlikely to have kernicterus. We have not 
seen a case of kernicterus when the baby’s 
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TABLE 3 


Best Licut ror Seeinc Earty JAUNDICE 


1. Two lamp adjustable fixture: one G.E. 15 w “stand- 
ard warm white” fluorescent bulb, and one G.E. 15 w 
“deluxe cool white” fluorescent bulb. 


2. Hold lamp 12 to 18 in. above skin to be examined. 


bilirubin has remained below 20 mg. per cent. 
As the level exceeds 20 the danger of kernic- 
terus gradually increases. When it exceeds 30 
mg. one can expect brain damage to occur in 
half the babies. It is now quite certain that 
indirect bilirubin is the toxic agent that dam- 
ages the brain. Direct-acting bilirubin appears 
nontoxic in the concentrations encountered. 
Perhaps the most important point brought 
out by this case is that the majority of erythro- 
blastotic babies in whom kernicterus will de- 
velop without proper exchange transfusion 
therapy look completely normal at the time of 
birth and continue to look completely normal 
except for jaundice until irreversible brain 
damage has occurred. Only by suspecting trou- 
ble in all newborn babies and by looking for 
early jaundice in all newborn babies can trou- 


ble be avoided. 


Proper Lighting and Routines 
to Detect Early Jaundice 


Table 3 describes the kind of lighting nec- 
essary to see early jaundice. By experiment- 
ing with various fluorescent bulbs of differ- 
ent colors we found the “standard warm white” 
and the “deluxe cool white” G.E. fluorescent 
bulbs were very good. The General Electric 
Company considers the latter the best so far 
as fidelity of color reproduction is concerned. 
We thought that a combination of the two 
lamps was better than either one, so we use 
one of each in an adjustable fixture such as is 
available from any office-supply house. One 
should hold this lamp 12 to 18 in. above the 
skin of the baby; this supplies about 100 foot- 
candles of illumination, which is three or four 
times the light one gets with good artificial 
general lighting. Daylight is just as good, or 
maybe even better, but one must avoid sun- 
light. It is urged that each nursery have a lamp 
of this sort to detect early jaundice. 
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Since the early detection of jaundice de- 
pends on the efforts of the nursing staff, it is 
well to give them all the assistance possible in 
this matter. A tag or sticker of some sort at- 
tached to the bassinet when the baby is born 
and removed when he is 36 or perhaps 48 
hours of age makes it easy for the nurses to 
spot those babies in the nursery in whom it is 
most important to look frequently for early 
jaundice. This does not mean that jaundice is 
unimportant after 36 or 48 hours; severe jaun- 
dice is important at any age. A high serum 
bilirubin level will cause kernicterus at any 
age. Severe jaundice, however, is not likely to 
be overlooked. The importance of early jaun- 
dice (first day) is that it usually turns into 
severe jaundice by the second or third day. 

It is of interest and importance that skin 
jaundice in the neonatal period usually is far 
less severe than one would expect from the 
level of bilirubin in the serum. This is all the 
more reason, of course, for paying very close 
attention to a baby who has even very slight 
jaundice in the first day of life. Another fac- 
tor to remember is that relative failure to ex- 
crete bilirubin is physiologic in the first two 
or three days of life, and the bilirubin level, 
which is maintained quite low by the placenta 
during intra-uterine life, usually rises very 
rapidly during the first two or three days in a 
baby with erythroblastosis. 


Technic for Obtaining Small 
Blood Samples 


Of great value in the management of erythro- 
blastosis is a technic for obtaining the small 
samples of blood needed for serum bilirubin 
measurement. The method to be described was 
devised by Davies at the Children’s Hospital 
in Boston 30 years ago and is still in use. Fig- 
ure 4 shows the small-bore (2 to 3 mm. in- 
side diameter) glass tubing cut into 3 in. 
lengths. Rubber vaccine-vial caps are used to 
close the ends of the tubes before centrifuging. 

A reasonably deep stab is made in the toe 
or heel of the baby. The tube is held level or 
at a slight incline (figure 5). The blood runs 
in by capillary action, and air does not enter 
when the tube is held at a slight incline. When 
the tube is about three-fourths full it is capped 
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FicuRE 4. Equipment for efficient collection of a small 
blood sample, after Davies. 


and spun down in the centrifuge. The cap is 
taken off at the serum end; the tube is scratched 
with a sharp file at the serum-cell boundary 
(figure 6) and carefully broken. The serum 
can then be run into a pipet by gravity as 
shown in figure 7. It is necessary, of course, 
that glassware be well cleaned in order that 
blood and serum may run in easily. We use 
a detergent such as Haemo-Sol to clean the 
glassware. 

The bilirubin procedure from this point on 
is not a micro method. One uses the same 
quantities of reagents as for the usual biliru- 
bin procedure, simply reducing the amount of 
serum used (and increasing accordingly the 
amount of water used to dilute it). The answer 
is multiplied by a factor appropriate to the 
reduced quantities of serum used. It is possi- 
ble to use as little as 0.1 cc. of serum if the 
baby is very jaundiced; 0.2 cc. is the usual 
quantity of serum for a reliable test. (A tenth 
of a cubic centimeter of serum can normally 
be obtained from one tube such as has been 
described.) In any event it would be unwise 
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FicuRE 5. Collection of blood sample. Note especially 
that tube is held at a very slight tilt, forcing the blood 


to run slightly uphill, preventing the entrance of air 
bubbles. 


FIGURE 6. Separation of serum and cells. Score the glass 
with a sharp file at the serum-cell interface, and break 
carefully. Remove the cap from the serum end first. 


FIGURE 7. Transferring serum to calibrated pipet. The 
serum runs in by gravity and capillary action if glass- 
ware is clean. Do not use suction. 


(Figures 3 through 7 reproduced with permission from Medical Times.) 
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TABLE 4 


INpUCTION OF LABor IN ERYTHROBLASTOSIS 


1. Prevention of some stillbirths 


2. Preparation for treatment 
Personnel and equipment ready 
Blood crossmatched in advance 


Donor freshly bled 


3. Time of induction 
At 37 weeks’ gestation or later in routine cases, 
especially when titer is low 
Before 37 weeks in exceptional cases, when husband 
“homozygous,” especially when titer rising rapidly, 
or history of previous erythroblastotic stillbirth 


to use the full amount of serum called for by 
the standard bilirubin procedure, because if 
the level of bilirubin were very high the color 
of the solution to be tested would be too deep 
for accurate measurement. 

Incidentally, the technic just described for 
obtaining small blood samples can be very use- 
ful in older patients (including adults) who 
may have poor veins, when a small sample is 
sufficient. For example, blood typing and cross- 
matching ordinarily can be done with the 
amount of blood obtainable in one of these 
capillary tubes. 


Induction of Labor in Sensitized 
Rh-negative Women 


For the past four or five years at the Boston 
Lying-In Hospital it has been routine policy 
to induce labor in all sensitized Rh-negative 
women regardless of the antibody titer, the 
only provisions being that the woman’s condi- 
tion is favorable for induction and the baby is 
of good size. Labor is not induced, obviously, 
when the cervix is tight or when the baby 
seems to be too small. The purposes of induc- 
tion of labor are listed in table 4. In regard 
to the first-named purpose, prevention of still- 
births, it does not require statistical proof 
_ that one can prevent some stillbirths by in- 
ducing labor at any selected time, although it 
obviously is impossible, once the baby is safe- 
ly delivered in good condition, to know wheth- 
er or not it would have been stillborn had labor 
not been induced. 

An even more important reason for induc- 
tion of labor is that it allows one to choose the 
time of the baby’s birth and thus be better 
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TABLE 5 


INDICATIONS FOR EXCHANGE TRANSFUSION IN 
ERYTHROBLASTOSIS FETALIS 


. “Sick” baby 
. Anemia 
3. High serum bilirubin 


1 
2 
3 
4. History of kernicterus in sibling 
5. High reticulocyte count 

6 


. High maternal antibody titer 


prepared. Many persons are involved in the 
care of these babies, and one of the most im- 
portant of these is the blood-bank technolo- 
gist. If one plans to deliver a woman on Tues- 
day, he can have her come in on Monday, have 
her crossmatched with donors who will be 
compatible both for her and for the baby, and 
be all ready for the baby should treatment be 
required immediately after birth. It is possi- 
ble too, with this much advance notice, for the 
blood bank to procure fresh blood. 

The only real problem is when to induce 
labor. We have tried routinely to induce labor 
at 37 weeks if the woman’s condition is favor- 
able. If it is not, she is re-evaluated at 38 
weeks, and so on. When the anti-Rh titer is 
high and rapidly rising, one would like to de- 
liver somewhat earlier than 37 weeks. When 
previous babies have been stillborn and the 
husband is homozygous Rh-positive, one al- 
ways wants to deliver before 37 weeks, but 
there are risks to early delivery that must be 
weighed against possible benefits. Much could 
be said on this subject. 


Indications for Exchange Transfusion 


Table 5 lists the indications for exchange 
transfusion. Obviously, a sick baby requires 
immediate exchange transfusion. Anemia is 
an indication, a hemoglobin level of less than 
about 14 gm. being sufficient evidence of ane- 
mia at birth. High serum bilirubin at birth or 
at any other time is an indication, the aim be- 
ing to keep the level below 20 mg. per 100 
ml. if possible. If there has been kernicterus 
in a previous baby, such a history is an indi- 
cation for immediate exchange transfusion. A 
high reticulocyte count is an important indi- 
cation, since it is an index of the severity of 
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the hemolytic process; a count of 15 per cent 
should be an indication for immediate ex- 
change transfusion. 

High maternal anti-Rh titer is a valid indi- 
cation for immediate exchange transfusion. 
The point could be argued, but if the maternal 
titer is 64 or higher the chance of the baby 
getting by without any treatment is relatively 
small, and it is conservative management to 
do immediate exchange transfusion. All these 
indications, of course, presuppose that one has 
made the diagnosis of erythroblastosis fetalis, 
by a Coombs test or other laboratory proce- 
dures or by physical examination. 

There is at present no substitute for ex- 
change transfusion in the care of erythroblas- 
totic babies. The use of sodium glucuronate 
and glucuronic acid has been advocated re- 
cently. The reported successes with these ma- 
terials have not been confirmed, and they may 
be dangerous. They should not be used in 
place of exchange transfusion at present. 


Summary 


It is most important to avoid mistakes in 
management of babies with erythroblastosis 
fetalis, because the usual penalty for misman- 
agement is brain damage. Do Rh typing on all 
pregnant women, and Rh-antibody testing on 
all Rh-negative women in order to be prepared 
in advance for those cases caused by Rh in- 
compatibility. The majority of Rh problems 


can be diagnosed during the antenatal period. 

Look for erythroblastosis fetalis in all new- 
born babies; it will be found in approximately 
2 per cent. Remember that the majority of 
cases of erythroblastosis fetalis are caused by 
blood-group factors other than Rh, and the 
mothers generally are Rh-positive in the non- 
Rh cases. 

Early jaundice is the first sign of erythro- 
blastosis fetalis in nearly all cases except those 
caused by the Rh factor. Proper lighting and 
proper routines are urged for all nurseries so 
that early jaundice will not be missed. 

There should be immediate action when a 
baby is found to have early jaundice. Early or 
severe jaundice, whatever the cause (erythro- 
blastosis fetalis, hemorrhage, too much vita- 
min K, etc.), is a serious pediatric emergency. 
One should make an immediate measurement 
of the serum bilirubin. A Coombs test and 
ABO and Rh typing on baby and mother are 
also indicated, in order to be prepared with 
donor blood of the right type. Finally, ex- 
change transfusion should be used to keep the 
serum bilirubin below 20 mg. per 100 ml. to 
prevent brain damage. 


AUTHOR'S NOTE: This is necessarily a brief résumé of 
a limited aspect of the problem of erythroblastosis fetalis. 
For further information the reader is referred to a small 
monograph, “Erythroblastosis Fetalis” (Allen, F. H., Jr. 
and Diamond, L. K.; Boston, Little, Brown & Company, 
1958). 


Second Annual Awards for Medical Writing 


The second annual competition for unpublished manuscripts on clinical 
subjects in the field of internal medicine has been announced by the editors 
of “Modern Medical Monographs.” Purpose of these awards is to stimulate 
physicians to achieve high standards of medical writing in the classic mono- 
graph form. First prize is $500. Further, authors whose manuscripts are 
found suitable will be offered publication contracts for books in the Modern 
Medical Monographs series. Information on contest rules and manuscript 
requirements is available from Dr. Richard H. Orr, 33 East 68th Street, 


New York 21. 
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Roentgenologic evaluation of children has interpretative and technical limita- 
tions. The most common interpretative errors are based on films taken in hypo- 
ventilation or expiration and in rotation. An adequate roentgenologic examina- 
tion is determined largely by the history and clinical findings. If there is a lack 
of correlation between the clinical and roentgenologic findings, the physician 
must treat the patient, not his film. Progress films aid in retrospective diagnosis 
and in following the course of the disease. 


Radiographic Diagnosis of 


Pneumonia in Infants 


and Children 


GEORGE R. BARNES, JR. AND EUGENE F. VAN EPPS* 


State University of lowa College of Medicine, lowa City 


Tue diagnosis of pneumonia in infants and 
children on the basis of physical examination 
often is fraught with problems. Unfortunately 
many of the same problems confront us in 
evaluation of roentgenograms of the chest in 
the same age group. Differentiation between 
normality and disease as visualized on films 
often is not as clear-cut as one would desire. 
The purpose of this paper is to review some of 
the principles utilized by the radiologist in the 
diagnosis of pneumonia. 


An Adequate Examination 
of the Chest 


What constitutes an adequate roentgeno- 
logic examination of the chest depends to a 
large extent on the history and clinical find- 
ings. Films of good technical quality and good 
positioning are not always easy to obtain. 
Films in supine anteroposterior projection 
with the tube as far distant as it can travel 
(usually less than 72 in.) are entirely satis- 


*Department of Radiology, State University of lowa College of Medi- 
cine, Iowa City, Lowa, 
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factory for interpretation. Upright 72 in.-dis- 
tance films should be obtained whenever pos- 
sible but are not mandatory and may be much 
more difficult to secure, particularly in infants. 

A lateral projection as well as the customary 
posteroanterior view should always be made 
when the patient’s condition permits. The lat- 
ter projection alone is not sufficient to rule 
out disease in a sick child. If one suspects an 
aspirated foreign body or pneumothorax, the 
frontal views should be obtained in inspira- 
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FIGURE 1. Posteroanterior and lateral films of the chest demonstrating the silhouette sign. Note in the posteroanterior 
view the effaced right cardiac margin. The lateral view clearly shows the density in wedge form, indicating involve- 
ment of the medial and lateral segments of the middle lobe. 


tion and expiration for detection of a medias- _a study of the spine, ribs, diaphragm, heart 
tinal shift. When a small amount of fluid is and great vessels, and the visualized abdomi- 
suspected, a frontal view should be obtained _ nal contents, in addition to the lung parenchy- 
with the patient lying on that side. This pro- _ma. Accurate interpretation of a chest film re- 
jection (lateral decubitus) will indicate shift- | quires a knowledge of the anatomy of the lung. 
ing fluid extending along the lateral chest wall. _‘ This is particularly true of the segments of the 

In our institution, fluoroscopy does not play — middle lobe on the right and the lingula on 
an important role in the routine examination __ the left. Each has two branches, one lying su- 


of the chest. It should never be used to sup- __ periorly and laterally, the other inferiorly and 
plant films, particularly for detection of pul- medially in contact with the heart. The ac- 
monary infiltration. It has a definite but lim- cepted nomenclature is as follows: lateral and 
ited value in heart disease, both congenital medial segments of the right middle lobe, and 
and acquired, and for differentiation of com- _ superior and inferior segments of the lingular 
pensatory and obstructive emphysema. Fluor- _ division of the left upper lobe. 

oscopy with barium swallow for detection of We shall review briefly a few of the com- 
anomalous aortic vessels in cases of chronic _—mon signs utilized in the appraisal of films as 
respiratory infection and stridor is of consid- __ related to pulmonary infiltrates. 


erable value. One consideration of major con- : . 
cern is the dose of radiation to the gonads of The Silhouette Sign 
the patient. The output of a fluoroscope is Whenever any pulmonary infiltration lies in 
many times larger in roentgens per minute for _ contact with the heart, the cardiac border will 
even a brief fluoroscopic examination than __ not be seen; that is, it is effaced or blotted out. 
the amount delivered during routine roent- This is a positive silhouette sign and indi- 
genographic examination of the chest. cates disease of the middle lobe on the right, 
or its counterpart the lingula on the left. This 
is well demonstrated in figure 1. Note that the 
One should develop a systematic and rou- __ right border of the heart is no longer well de- 
tine method of appraising films. This includes _ fined. The lateral view clearly shows that there 


Inter pretation of the Roentgenogram 
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FicuRE 2. Posteroanterior and lateral films of the chest demonstrating effacement of both cardiac margins above the 


diaphragm, indicating involvement of both the middle lobe on the right and the lingular division of the left upper 
lobe. The lateral view does not show the wedge shape because there is no involvement of the lateral and superior 
segments of the right middle and left upper lobes respectively. Another point of interest is the effacement of the an- 


is involvement of both the medial and lateral 
segments of the right middle lobe. Figure 2 
shows the effacement of both borders of the 
heart in the posteroanterior projection because 
of involvement of the middle lobe and the 


FIGURE 3. Lateral view of the chest demonstrating an in- 
filtration in the lateral segment of the right middle lobe. 
Note that the diaphragm anteriorly is clearly seen. 


terior portion of both leaves of the diaphragm as seen in the lateral view. 


lingula (the medial segment of the middle 
lobe and inferior segment of the lingula). The 
lateral view shows that there is effacement of 
the anterior portion of both leaves of the dia- 
phragm. This is because the involved segments 
lie in contact with the diaphragm. 

The wedge shape of an infiltrated or col- 
lapsed middle lobe or lingula as seen in the 
lateral projection is dependent on involvement 
of the entire lobe. When the involvement is 
only segmental the “wedge” is incomplete 
either at its apex or at its base. The lateral 
view in figure 1 clearly shows the complete 
wedge. This is indicative of involvement of 
both segments of the middle lobe. The lateral 
view in figure 2 reveals an incomplete wedge. 
Only the base anteriorly is visualized, for the 
reasons already given. Figure 3 shows an in- 
complete wedge, but in this instance only the 
apex is visualized. The base appears to have 
been cut off. This is due to infiltration in the 
lateral segment of the right middle lobe. The 
findings would be similar if only the superior 
segment of the lingula were involved. 

The silhouette sign cannot be applied when 
the patient is rotated so as to project the right 
cardiac border over the vertebral column, or 
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FIGURE 4. Posteroanterior and lateral films of the chest demonstrating two points: a negative silhouette sign and the 
spine sign. Note that in spite of the density in the left lower lobe the heart margin is distinct. Note also that pos- 
teriorly in the lateral view the density obscures the vertebral bodies. 


when there is a pectus excavatum with a re- 
sulting shift of the heart to the left. 
Negative Silhouette Sign 


In this instance the cardiac border is not 
lost but is faintly visualized through an area 
of infiltration. Figure 4 is an example of this 


sign. The negative silhouette sign indicates 
involvement of the lower lobe (medial or pos- 
terior basal segment of the lower lobe on the 
right, and anterior, anteromedial or posterior 


basal segment of the lower lobe on the left). 
In the lateral projection the infiltration is lo- 
cated posterior to the heart. 


FIGURE 5. Posteroanterior and lateral films of the chest and lateral view of the chest following instillation of contrast 
material into the trachea. The posteroanterior film reveals irregular radiolucent areas just beneath the midportion of 
the right leaf of the diaphragm. The lateral view clearly shows to better advantage this infiltration and localizes it 
posteriorly where it obscures the two vertebral bodies above the diaphragm. The lateral view of the bronchogram 
clearly reveals the bronchiectasis involving the posterior segment of the right lower lobe. The origin of this patho- 


logic process was an aspirated foreign body. 
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The Spine Sign 


Normally the lower dorsal spine as seen on 
the lateral view in a chest film is sharply 
outlined. When the dorsal spine above the dia- 
phragm is obscured, poorly defined or hazy, 
an infiltrate in this area is present. In our in- 
stitution we have called this the spine sign. 
In figure 5 the posteroanterior film could be 
interpreted as being normal. However, close 
inspection of the area just beneath the right 
leaf of the diaphragm reveals irregular aera- 
tion and dilated bronchi. The lateral film, 
which is a good demonstration of the value 
of this projection, shows the infiltration ob- 
scuring the two vertebral bodies just above the 
diaphragm. The lateral bronchogram localizes 
and identifies the pathologic process in the 
lower lobe. The lateral view in figure 4 also 
demonstrates the spine sign. 


The Air Bronchogram 


In plain films of the chest in healthy chil- 
dren the major bronchi are the only ones 
visualized. When the smaller bronchial divi- 
sions are seen, it is because they are surround- 
ed by denser structures, such as is seen with 
alveolar or interstitial fluid or exudate. This 
contrast allows the smaller bronchi to be seen 
as peripherally radiating streaks of lucency. 
This is called an “air bronchogram” (figure 
6). Note the radiolucent streaking just above 
the right hemidiaphragm close to the effaced 
right cardiac border. 

In the early stages of interstitial pneumoni- 
tis the visualization of the air bronchogram 
may be the only evidence of disease, although 
small focal areas of emphysema and atelecta- 
sis are commonly associated. One must be 
careful not to misinterpret parallel vessels 
with normal air-filled alveoli between them as 
an air bronchogram. This is particularly true 
in the perihilar region where the pulmonary 
arteries are branching. The air bronchogram 
is the most difficult to assess of all the roent- 
gen signs we have discussed. Considerable ex- 
perience in interpreting films is necessary to 
be certain of this finding, and one must be 
cautious to avoid reading it into a film of a 
healthy chest. 
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FIGURE 6. Posteroanterior chest film demonstrating the 
air bronchogram along the right cardiac border. The sail 
sign of the normal thymus is noted on the right. Note 
the positive silhouette sign on the right, indicating in- 
volvement of the middle lobe. 


Common Errors in Inter pretation 


of Films 


The two most common interpretative errors 
in our institution are based on films taken in 
hypoventilation or expiration and in rotation, 
that is, failure to align the patient correctly to 
the film. Hypoventilation is a cause for false 
interpretations of pneumonia because of the 
prominent vasculature, the dense lung fields, 
the spurious air bronchogram, the hazy verte- 
bral margins, and the prominent mediastinal 
widening. In other words, films of good tech- 
nical quality are mandatory before interpre- 
tation can be attempted. 

Two other sources of error in interpretation 
are the thymus gland and the right pulmonary 
artery trunk and initial branches. There have 
been many infants referred to the University 
Hospitals because of upper lobe pneumonia 
or atelectasis, or both, and mediastinal tumor, 
when in reality the x-ray findings were due to 
a normal thymus. Figure 6 shows the thymic 
shadow on the right cardiac and aortic silhou- 
ette. Since its position is anterior, the lateral 
view of the chest will locate this density in 
the supracardiac region anteriorly. 
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The pulmonary artery and its branches on 
the right side in the frontal projection are 
readily visible, whereas the pulmonary artery 
on the left is hidden by the cardiac density. 
This gives the appearance of asymmetry, and 
the latter is a cause of misinterpretation. In 
the lateral view the pulmonary vessels normal- 
ly are seen extending in an angular fashion 
from the hilus to the lower dorsal vertebral 
bodies. The vessels from both lungs are super- 
imposed in the clear retrocardiac space. This 
can be another source of error in interpreta- 
tion of films. 

Finally, infants with congenital left-to-right 
shunts occasionally are sent into the hospital 
with a diagnosis of chronic pneumonia. The 
initial films are taken because of a cough and 
increased respiratory rate, which are common 
in many of these infants. The increased size 
and density of the vascular pattern are mis- 
interpreted as diffuse pneumonitis. Although 
the same principles already mentioned apply 
to these patients, there are times when it is 
difficult or even impossible to be certain that 
a pneumonitis is present. The most common 
examples of these shunts are ventricular and 
atrial septal defects and patent ductus arterio- 
sus. Figure 7 is an example of the latter. Note 
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FIGURE 7. Posteroanterior and lateral films of the chest demonstrating a left-to-right shunt with increased vascularity 
extending outward from each hilus, best seen on the right side. This child had a patent ductus arteriosus which was 
subsequently corrected surgically. This is not an air bronchogram. Compare with figure 6. 


the streaky density, especially in the right base 
in the posteroanterior view and in the superior 
portion of the retrocardiac space in the lateral 
view. These findings on close examination are 
pulmonary arteries which are larger than usual 
because of the increased flow of blood in them. 
Cardiomegaly is not a necessary component 
of the roentgenographic findings in such cases, 
although it is commonly seen. 


Discussion 


We have had 20 years of combined pediatric 
experience prior to entering radiology and are 
aware of the limitations of the auscultatory 
examination of the chest in infants and chil- 
dren. The roentgenologic evaluation of these 
children also has limitations which are tech- 
nical and interpretive. The interpretation of 
a film of good technical quality must be made 
in the light of a clinician’s knowledge of the 
patient. When there is lack of correlation be- 
tween the clinical and the roentgenologic find- 
ings one must treat the patient and not his 
film. There are times when the diagnosis can 
be made only in retrospect. Progress films not 
only aid in this respect but they also have 
been found invaluable in following the course 
of the disease. 
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The Physiopathology of Stress 


HANS SELYE* 


Université de Montréal, Montreal 


than two dec- 
ades have passed since 
the description of “‘a 
syndrome produced 
by diverse nocuous 
agents,” and the time 
has come for re-evalua- 
tion. The literature on 
this reaction type, 
which is now known as 
the general adaptation 
syndrome (G.A.S.) or 
stress syndrome, has been reviewed in several 
extensive reference books,':* as well as in a 
simplified synopsis.* We may limit ourselves, 
therefore, to reassessing the basic concepts 
and to reporting on that newest and to my 
mind most practical phase in this line of re- 
search, the production and prevention of 
stress-induced cardiac necroses. 


What Is Stress? 


Like health, disease or life itself, stress is 
difficult to define in precise terms. | have at- 
tempted elsewhere® to formulate a rather pre- 


HANS SELYE 


*Professor and Director, Institut de Médecine et de Chirurgie expéri- 
mentales, Université de Montréal, Montreal, Quebec, Canada. 


Presented before the forty-third annual Assembly of the Interstate 
Postgraduate Medical Association at Cleveland. 
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The physiopathology of the stress syndrome 
is described, with special reference to par- 
ticipation of the endocrine system in stress 
reactions. Also outlined is the mechanism 
through which “adaptive hormones” are 
produced during stress, and the way in 
which these hormones participate in produc- 
ing and preventing nonendocrine diseases. 


cise definition of what should be called stress; 
for practical purposes it will suffice to say that 
stress is the consequence of the rate of wear 
and tear in a biologic system. This system may 
be the organism as a whole (systemic stress ) 
or one of its parts (topical stress). The visible 
manifestations of the former constitute the 
general adaptation syndrome, while those of 
the latter are known as the local adaptation 
syndrome (L.A.S.). The general adaptation 
syndrome, like the local adaptation syndrome, 
is a triphasic reaction, which evolves through 
an acute phase, the alarm reaction, to the 
stage of resistance, and finally ends in the 
stage of exhaustion. In the general adaptation 
syndrome, the manifestations of these three 
stages are systemic, that is, not limited to the 
area primarily affected. Thus, after a localized 
burn the reaction spreads throughout the body, 
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resulting in stimulation of the hypothalamus 
and increased ACTH and corticoid secretion. 
All these manifestations are remote, mediate 
consequences of the local stress situation. It is 
particularly striking that these manifold sys- 
temic manifestations are largely independent 
of the specific nature of the stressor—trauma, 
infection, x-rays or nervous stimuli—that in- 
duces the stress situation. In the area primarily 
affected, there is also a triphasic nonspecific 
reaction; however, its manifestations—cell 
proliferation, inflammation, necrosis—are lim- 
ited to that region of the body which is direct- 
ly influenced by the stressor. 

Since stress is a general manifestation of 
vital activity, it often has been confused with 
somewhat related but still essentially different 
aspects of life from which it must be strictly 
distinguished. 

Stress is not necessarily a pathologic phe- 
nomenon. Any kind of physiologic activity, 
such as locomotion, heart beat, respiration or 
glandular secretion, produces some kind of 
wear and tear. Complete freedom from stress 
never occurs in living beings. 

Stress is not identical with aging. The phe- 
nomena of aging depend on the accumulated 
results of life’s wear and tear, not on its rate 
at any one moment. The rate of wear and tear 
is high in an active child and low in an elderly 
person at rest. 

Stress is not identical with the metabolic 
rate. Fuel consumption and heat production 
do not necessarily parallel wear and tear in 
living organisms any more than they do in 
inanimate machines. 


How Nonspecific Is the Stress 
Reaction? 


The stress syndrome is nonspecific only as 
regards its causation, not its form. It is non- 
specific in the sense that essentially the same 
type of response can be caused by a variety 
of essentially different stressors such as cold, 
heat, trauma or infection. On the other hand, 
it is quite specific as regards its appearance, 
in that it selectively affects certain organs in 
the body. For example, it induces secretion of 
ACTH by the pituitary gland and secretion of 
corticoids by the adrenal glands. 
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Role of Pituitary-adrenocortical Axis 


Because hypophysectomy and adrenalec- 
tomy, with subsequent substitution therapy, 
happened to be useful technics in our first 
attempts to identify the common pathways 
through which various stressors act on distant 
organs, we have given special attention to the 
pituitary-adrenal axis since first describing the 
general adaptation syndrome. However, many 
manifestations of systemic and local stress can 
still develop when these glands are absent, and 
it is abundantly evident that both the humoral 
and the nervous systems play important roles 
as coordinators of activity during stress. 


Hormonal Conditioning 


Hormones participate in many physiologic 
and pathologic reactions which they do not 
actually produce. All biologic reactions de- 
pend not only on the evocative stimulus, but 
also on other factors which determine reac- 
tivity. In pharmacology these modifying ef- 
fects are variously described by such terms as 
sensitization, desensitization, blockade, rever- 
sal of effects, summation and potentialization. 
As a generic term for these types of interac- 
tion, we recommend the designation “humoral 

About 20 years ago we became aware of 
the important role played by the internal secre- 
tions in determining tissue reactivity. At that 
time, we found that hormones can enable vari- 
ous stimuli to produce reactions that would 
not occur unconditionally, that is, without the 
aid of a special hormonal sensitization.‘ In 
endocrinology this phenomenon came to as- 
sume special importance, because it altered 
certain fundamental concepts. Previously it 
had been thought that if an agent acts on a 
target only in the presence of an endocrine 
gland, its effect must be mediated through 
that gland and must be due to increased secre- 
tion of hormones. The discovery of the condi- 
tioning effect of hormones showed that this is 
not necessarily the case; often the endocrine 
secretions are necessary only to maintain the 
target organ in a reactive condition. 

Probably many of the actions exerted by 
corticoids during the general adaptation syn- 
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drome depend largely on the ability of these 
hormones to sensitize certain targets for the 
actions of stress itself.""* The effect of gluco- 
corticoids on thymus involution is an exam- 
ple. In adrenalectomized rats, neither a stressor 
such as trauma nor a subthreshold amount of 
a gluco-corticoid such as cortisol causes thy- 
mus involution. However, pronounced thy- 
molysis occurs when trauma is applied after 
treatment with doses of cortisol that in them- 
selves are ineffective. Here, the stressor could 
not have acted by increasing gluco-corticoid 
secretion; the corticoid merely created condi- 
tions favorable for induction of thymolysis by 
the stressor. 

Ingle*’* has recommended that the term 
permissive action or supportive action be ap- 
plied to this type of effect. However, such 
terms are not readily applicable to cases in 
which the conditioning is negative, that is, 
where the hormone prevents rather than per- 
mits or supports an action. The antiphlogistic 
effect of gluco-corticoids is an example of 
such negative conditioning. 


Conditioning and “Pharmacologic” 
Doses of Hormones 


It has been claimed that perhaps condition- 
ing for disease can only occur when “unphysi- 
ologic” amounts of hormones are introduced 
into the body. If this were true, conditioning 
would be only of pharmacologic significance, 
and it would not explain the pathogenesis of 
any disease on the basis of variations in en- 
dogenous hormone production. However, a 
number of observations have shown that suffi- 
cient amounts of hormones are produced in 
the body to modify its susceptibility to disease. 

For example, in rats systemic stress inhibits 
the inflammatory potential, but only in the 
presence of the adrenal glands. Substitution 
with near-physiologic amounts of gluco-corti- 
coids in adrenalectomized rats restores their 
capacity to respond to stress and suppresses the 
inflammatory reactions. Such experiments do 
not prove that the anti-inflammatory action of 
stress is due to an absolute increase in corti- 
coid production. It could still result from a 
conditioning by corticoids to some nonadrenal- 
mediated, antiphlogistic stress effect. How- 
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ever, the experiments do prove that the ad. 
renal glands can secrete sufficient amounts of 
corticoids to diminish inflammatory reactions. 

It may be argued that the inhibition of in- 
flammation is not in itself a pathologic phe- 
nomenon; however, this would disregard the 
fact that the spread of some diseases, e.g., 
tuberculosis or septicemia after a localized in- 
fection, depends on the insufficient develop- 
ment of inflammatory barricades that separate 
the diseased from the healthy tissue. 

In addition, experimental medicine has fur- 
nished many other examples which show that 
near-physiologic amounts of hormones can 
condition for disease. It is known, for instance, 
that certain aminonitriles can produce a severe 
bone disease known as osteolathyrism. In hy- 
pophysectomized rats, these aminonitriles are 
virtually ineffective in causing bone lesions: 
however, the somatotropic hormone (STH), 
in doses just adequate to maintain normal 
growth, restores the reactivity of the skeleton 
to normal levels. 

It also has long been argued that the human 
adrenal gland does not produce any mineralo- 
corticoid that would correspond to the desoxy- 
corticosterone with which we have reproduced 
various experimental facsimiles of hyperten- 
sion and of mesenchymal diseases such as peri- 
arteritis nodosa, nephrosclerosis and myocar- 
ditis. However, it was recently shown that 
aldosterone, an undoubted natural mineralo- 
corticoid, can be secreted by the adrenal dur- 
ing stress and that the increase in blood pres- 
sure and nephrosclerosis, as predicted from 
animal experiments, does in fact occur in pa- 
tients with aldosteronism. 


What Are Diseases of Adaptation? 


Disease is a dynamic process, a fight be- 
tween the pathogen and the diseased organ- 
ism. The latter defends itself against the pro- 
ducer of the disease by adaptive phenomena. 
Hence, adaptation is an integral element of 
all disease. Of greatest importance are the 
direct actions of pathogens in some maladies 
and the failure of adaptive phenomena in 
others; only in the latter case do we speak of 
diseases of adaptation. 

For example, if a patient who swallows a 
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large quantity of alkali has perforation of the 
stomach with subsequent peritonitis, this is 
not a disease of adaptation. In this case, the 
morbid phenomena are predominantly direct 
effects of the pathogen, the alkali. The perito- 
neal inflammatory phenomena themselves are 
adaptive reactions, but their participation in 
the total picture of disease is quite subordinate 
to the passive, purely chemically induced per- 
foration of the stomach. If similar peritonitis 
results from perforation of a gastric ulcer 
which has been induced by constant emotional 
excitement, then we may speak of a disease of 
adaptation. 

It is especially important to keep in mind 
that no disease is due exclusively to a “derail- 
ment” of adaptive phenomena, nor is there 
any malady in which adaptive phenomena 
play no role at all. In order to produce disease, 
there always must exist some direct, purely 
aggressive and nonadaptive action of a patho- 
gen. On the other hand, there hardly exists 
any pathogenic action which does not elicit 
some adaptive phenomena. Such an overlap 
between groups does not minimize the prac- 
tical value of the principle of classification. 
There hardly exists a disease which could not 
be properly included in several of the classic 
categories of pathology. Rheumatic fever is 
undoubtedly a joint disease, but it is also a 
cardiac disease, a connective-tissue disease 
and an infectious disease. Although the sub- 
jects of the natural sciences cannot be forced 
into watertight, nonoverlapping compartments, 
this does not alter the fact that without classi- 
fication there is no science. We need the 
classes, because no generalization is possible 
without them. 

In a narrower sense, we consider as diseases 
of adaptation those pathologic processes which 
are predominantly due to stress and are often 
mediated by a pathogenic hormonal activity. 
In this sense we can distinguish, at least in 
principle, the following main groups of dis- 
eases of adaptation: 

1. Diseases due to an absolute excess or de- 
ficiency in the secretion during stress of adap- 
tive hormones, for example, corticoids, ACTH 


and STH. 


2. Diseases due to variations in the abso- 
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lute blood level of adaptive hormones result- 
ing from a stress-induced derangement of hor- 
mone metabolism rather than from increased 
or decreased secretion. 

3. Diseases due to a derangement in the 
normal balance between antagonistic adaptive 
hormones, e.g., between ACTH and antiphlo- 
gistic corticoids on the one hand and STH 
and prophlogistic corticoids on the other. Such 
diseases can result from a disproportion in the 
secretion or detoxication of these hormones 
during stress. 

4. Diseases due to stress-produced derange- 
ments which alter the response of target or- 
gans to the adaptive hormones through the 
phenomenon of conditioning. 

5. Finally, we must not forget that, although 
hormones play a prominent role in the general 
adaptation syndrome, stress-induced derange- 
ments of nonendocrine organs, e.g., the nerv- 
ous system, liver and kidney, may also cause 
diseases of adaptation. 


Stress-induced Cardiac Necroses 


From a purely clinical viewpoint, perhaps 
the most promising outcome of our investiga- 
tions on stress is the observation that acute, 
infarctlike cardiac necroses can be produced 
by stress in humorally conditioned animals 
and that this type of sudden cardiac death can 
be prevented by chemical means. The results 
of these studies and their possible application 
to clinical problems already have been dis- 
cussed at length in a recent monograph.’ I 
shall, therefore, present only the high lights. 

Combined treatment with certain electro- 
lytes and steroids produces a cardiopathy 
characterized by necroses (ESCN). In this 
lesion, the formation of large, infarctlike, ne- 
crotic foci is usually preceded by a singular 
fuchsinophilic degeneration and the death of 
scattered, individual muscle fibers. This change 
often stimulates amitotic regeneration of the 
cardiac muscle in the vicinity of the affected 
areas (figures 1 to 3). 

Of the electrolytes examined, only certain 
sodium salts could produce an ESCN, follow- 
ing conditioning with steroids. The phosphates. 
sulfates and the perchlorate of sodium were 
particularly effective in this respect, while the 
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FIGURE 2. Typical aspect of a necrotic patch in heart 
of rat treated with Me-Cl-COL plus NaH.PO,. A dark 
line of necrotic tissue separates the healthy muscle 
(left) from the center of the lesion where the muscle 
fibers have already been largely replaced by histio- 
cytes and polymorphonuclear leukocytes. (Hematoxy- 
lin-phloxine stain.) 

(Figures 1 and 2 reproduced from: Selye, H. and Mishra, R. K.: 


Prevention of the “phosphate-steroid-cardiopathy’ by various 
electrolytes. Am. Heart J. 55:163-173 [February] 1958.) 
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FIGURE 1. Macroscopic aspect of the ESCN. 
Left. Heart of rat treated with Me-Cl-COI 
plus NaH.PO,. The white, necrotic patches in 
the wall of the right ventricle are clearly visi- 
ble and are especially marked near the origin 
of the pulmonary artery. Right. Heart of rat 
given magnesium chloride by stomach tube in 
addition to treatment with Me-Cl-COL plus 
NaH.PO,. Heart remained perfectly normal. 


FIGURE 3. Fuchsinophilic degeneration and 
amitotic division in cardiac muscle in the 
ESCN. Left. Fuchsinophilic degeneration 
of two cardiac muscle segments between 
intercalary disks as seen on a longitudinal 
section taken from the heart of a Rhesus 
monkey subjected to the stress of forced 
restraint. Note the sharp limits of the de- 
generated areas which are bright red in the 
original section. (Fuchsin stain.) Center. 
Various stages of amitotic division in car- 
diac muscle fibers. This composite picture 
is made up of nuclei found in a very small 
area of one papillary muscle in heart of rat 
treated with Me-Cl-COL plus NasHPO,. 
(Hematoxylin-eosin stain.) Right. Heart of 
rat treated with Me-Cl-COL plus NasHPO,. 
The fuchsinophilic degeneration is almost 
undetectable using the hematoxylin-eosin 
stain (top), but is very evident on a fuch- 
sin-stained slide (bottom) of two closely 
adjacent sections taken from the same area. 


{Reproduced by permission of The Ronald Press 
Company.*) 


POSTGRADUATE MEDICINE 


i 
— 
= 
- 
- 
} | 
ot. 


ricuRE 4. Composite picture of 
several small coronary arteries 
showing coronary lesions in rat 
that was first treated with small 
doses of DHT and then, after 10 
days’ rest, received Me-Cl-COL 
plus NaH.PO,. This induced an 
acute, subintimal edema, which 
constricted or obliterated the lu- 
men of the coronaries. At the 
dose level used, DHT alone would 
produce only mild calcification 
in the walls of some coronary 
branches. In itself, treatment 
with Me-Cl-COL plus NaH.PO, 
exerts no demonstrable effect on 
the coronary vessels at any dose 
level. (Hematoxylin-phloxine 
stain.) 


FiGuRE 5. Complete obliteration 
of the lumen of a coronary ar- 
tery in rat given Me-Cl-COL plus 
NaH.PO, 10 days after treatment 
with small doses of DHT. Numer- 
ous fragmented calcium deposits 
are visible in the wall, and the 
lumen is totally obliterated by a 
fresh thrombus. (Von Kossa’s 
stain.) 


(Figures 4 and 5 reproduced from: Selye, 
H.: The humoral production of cardiac 
infarcts. Brit. M. J. 1:599 [March 15] 
1958.) 


chlorides, nitrates and organic sodium salts proved to be most effective in this respect. 
were inactive. From these observations, we although other chlorides also have some de- 
concluded that both the cation (Na) and the sensitizing potency. 
anion (PO,, SO, and ClO,) possess sensitizing Of the steroids tested, only some corticoids 
properties. proved to condition the heart for the produc- 
On the other hand, certain electrolytes not tion of the ESCN. Virtually pure gluco-corti- 
only fail to produce an ESCN, but actually  coids such as MEDROL® and triamcinolone 
prevent its development when they are given __ were ineffective, and pure mineralo-corticoids 
concurrently with sensitizing electrolytes to | such as desoxycorticosterone exhibited a com- 
animals suitably conditioned with steroids. paratively low potency. On the other hand. 
Potassium chloride and magnesium chloride —_— mixtures of these two types of compounds, as 
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well as some synthetic halocorticoids which 
possess the characteristics of mineralo-corti- 
coids and gluco-corticoids in the same mole- 
cule, were highly effective. Of the steroids 
tested so far, 2a-methyl-9a-chlorocortisol 
(Me-Cl-COL) was the most potent conditioner 
for the production of the ESCN. 

Certain steroids of the vitamin D group, 
e.g., dihydrotachysterol (DHT), produced a 
Monckeberg type of coronary arteriosclerosis, 
but no coronary thrombosis or myocardial 
necrosis. However, rats in which a mild coro- 
nary sclerosis has previously been produced 
with DHT become unusually sensitive to the 
production of cardiac lesions by either stress 
or the usual electrolyte-steroid treatment. In 
these animals, the myocardial necroses are 
extraordinarily severe and induce a sudden 
aggravation of the coronary sclerosis itself. 
Normally, the ESCN is not accompanied by 
coronary lesions; however, when the arteries 
are previously damaged by DHT, a superim- 
posed necrosis induces a true cardiac infarct 
with coronary occlusion. 

These observations suggested that the elec- 
trolyte-steroid treatment, like exposure to 
stress, may have failed to induce truly infarct- 
like lesions in the rats’ hearts because we al- 
ways used young, healthy rats whose hearts 
were not predisposed to vascular occlusion by 
any pre-existent coronary lesions. When arti- 
ficial aging was imitated by pretreatment with 
DHT, thus rendering the coronary arteries es- 
pecially susceptible to disease, the same hu- 
moral means induced close facsimiles of the 
cardiac infarcts occurring in man (figures 4 
and 5). This type of cardiac necrosis with 
coronary occlusion could also be inhibited by 
oral administration of potassium chloride or 
magnesium chloride. 

Stress plays a particularly important role in 
the pathogenesis of these experimental cardiac 
necroses. As already mentioned, mere condi- 
tioning by corticoids, even without adminis- 
tration of sensitizing sodium salts, suffices to 
predispose the cardiac muscle to the produc- 
tion of necroses by stressors such as cold, heat, 
trauma, muscular exercise and nervous stimu- 
lation. Curiously, sodium chloride, which does 
not act as a sensitizing salt in the absence of 
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stress, greatly enhances the production of car- 
diac necroses by stress in the corticoid-con- 
ditioned animal. Under such circumstances. 
potassium chloride or magnesium chloride 
given orally also exerts a pronounced protec- 
tive effect. 

The prophylactic action of potassium chlo- 
ride and magnesium chloride is rather non- 
specific. We have seen that these compounds 
can prevent the production of cardiac necroses 
by (1) sensitizing electrolytes plus corticoids. 
(2) sensitizing electrolytes plus DHT, and (3) 
various stressors plus corticoids. This, in it- 
self, indicated that the potassium and mag- 
nesium salts had a rather nonspecific effect 
in protecting the heart. Subsequent investiga- 
tions showed that magnesium chloride also 
can protect the heart by preventing the pro- 
duction of necroses by potassium-deficient 
diets. Indeed, both potassium chloride and 
magnesium chloride prevented even the induc- 
tion of those cardiac necroses that normally 
occur after intravenous injections of proteo- 
lytic enzymes such a papain or ficin. It ap- 
pears, therefore, that the action of these elec- 
trolytes is not directed specifically against any 
one pathogen, but offers some protection to the 
cardiac muscle against the induction of ne- 
croses by various means. Although such a non- 
specific prophylactic effect was rather unex- 
pected, actually it is not unprecedented in 
stress research. The protection afforded by 
ACTH and gluco-corticoids against various 
topical stressors that normally cause inflam- 
mation likewise represents a rather general 
preventive effect of this kind. It is a nonspe- 
cific antiphlogistic action, a protection against 
inflammation itself, rather than against the 
specific actions of one or the other inflamma- 
tory irritant. 


Comment 


I have attempted to discuss some much dis- 
puted aspects of stress and the diseases of 
adaptation, as well as certain novel facets of 
stress research which we hope will open new 
avenues in the study of cardiovascular patholo- 
gy. Actually, the questions raised here have 
led beyond the limits of what we currently con- 
sider typical research on stress. This broader 
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horizon was barely visible about a decade ago, 
when I last attempted to survey it.* The leit- 
motiv which prefaced that booklet is perhaps 
better supported by facts today than it was 
when I first had the temerity to assert what 
was then assailed by so many as rank heresy, 
namely, that: 

Now the great problem in endocrine physi- 
ology is no longer “what do the hormones 
do?” but what adaptive reactions do they in- 
fluence? Now the great problem in endocrine 
pathology is no longer “which diseases are 
caused by the excessive function or the de- 
struction of an endocrine gland?” but in 
which diseases has the endocrine status a de- 
cisive influence? 

Indeed, even apart from endocrinology, the 
principal endeavor of medicine in general is 
beginning to change. It is no longer the search 
for specific pathogens, and for specific reme- 
dies with which to eradicate them. We always 
used to accept as a self-evident fact that each 
well-characterized individual disease must have 
its own specific cause. This tenet is self-evident 
no longer. Ii becomes increasingly more mani- 
fest that an agent does or does not produce 
disease, depending upon a variety of condi- 
tions, some of which have now been definitely 
identified as being determined by the “adap- 
tive hormones.” 
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There begins to emerge a new and some- 
what more complex pathology in which the 
main objects of our study are no longer indi- 
vidual “pathogens,” but rather “pathogenic 
situations.” 
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Meticulous diagnostic investigation is a primary therapeutic requisite in manage- 
ment of acute peptic ulcer. In general, current treatment conforms to past prac- 
tices. Therapy must be highly individualized, and basic therapeutic principles 
must be followed. The authors state that combined aluminum hydroxide neu- 
tralizers, anticholinergic drugs and, possibly, tranquilizers are notable changes 
in ulcer treatment. They emphasize that exact management of early uncompli- 
cated ulcer acts as a prophylaxis against intractability, recurrence, chronicity 


and complications. 


Management of Acute Peptic 
Ulcer; Measures to Prevent 


Recurrence 


GORDON McHARDY, ROBERT J. MCHARDY AND 


DONOVAN BROWNE* 


Louisiana State University School of Medicine, New Orleans 


Recarpine the con- 
fusion that surrounds 
the subject of peptic 
ulcer, Sara Jordan’ has 
said, “But when the 
fog which still en- 
shrouds the exact eti- 
ology of ulcer lifts, we 
shall hopefully have a 
sound rationale for a 
more effective treat- 
ment.” The peptic ulcer 
experimentally produced by Mann and Wil- 
liamson* involves a concept of transition from 
an initial acute erosion to a chronic peptic 
ulcer that conforms to the early pathologic 
differentiations® of acuteness and chronicity. 
From correlation of clinical and histologic 
studies, Crohn and associates‘ described the 
life cycle of the ulcer, with full maturation in 
three weeks, complete healing in seven weeks, 
and possible therapeutic resistance for months 
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or even complete therapeutic refractoriness. 

The term “acute ulcer” is obviously resist- 
ant to definitive description. Presumably it 
denotes a superficial, relatively noninflamma- 
tory mucosal and submucosal erosion of short 
duration accompanied by minimal symptoms 
but fraught with potential hemorrhage, per- 
foration and chronicity. 

An ulcer of short duration and small size 
producing mild symptoms (the acute ulcer) 
should respond promptly to adequate therapy. 
Large ulcers of long standing with fibrosis, 
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adherence to contiguous structures, and re- 
currence (chronic ulcers) are expected to re- 
sist therapy. Obviously many acute ulcers heal 
spontaneously, and early lesions, properly 
managed, probably will heal promptly and 
completely. However, the complications of 
perforation and, especially, hemorrhage, as 
well as progression to chronicity and refrac- 
toriness are of such frequency that analysis 
of the etiologic aspects and status of the 
“acute ulcer” and of the allied factors that 
seemingly explain these therapeutic problems 
must always be considered in any discussion 
on management of this condition. 

Curling’ and Cushing® are each often cited 
in recent publications as the factors of 
stress,"’> trauma’'! and steroids'* '* have be- 
come emphasized in the genesis of the acute 
ulcer. Actually, in this revival the acute ulcer 
has gained recognition in the literature. The 
ulcerogenic contributory effect of endocrine 
diseases'®'® and of some newer analgesics'* ** 
has permitted further analysis of acute ulcers. 
Surgeons tend to consider the acute ulcer a 
“distinct entity requiring a definitive pattern 
of therapy,” i.e., operation.** Most reports are 
dedicated to consideration of the complica- 
tions of perforation and hemorrhage.** *° Ex- 
cept for these two complications, the relatively 
asymptomatic status of acute ulcer results in 
infrequent diagnosis. Its prompt and complete 
spontaneous or therapeutic response leads to 
the casual characterization that it is “of little 
consequence.” In contrast to the minimal con- 
sideration given the acute stage, great cover- 
age is accorded the chronic ulcer. 

The value of medical therapy remains con- 
troversial. Is the end result of medical man- 
agement merely the natural eventuation of 
the disease? Can we prevent recurrence? In 
achieving healing, do we alter the original 
etiologic factors, or does the resultant scar 
represent the additional hazard of an area of 
lowered resistance? We can only offer logic 
in response to these questions. All inflamma- 
tory lesions heal more promptly when placed 
at rest. The objective, therefore, should be 
reasonably complete physiologic and emo- 
tional rest of the patient and of the diseased 
site. Our own method of management, which 
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conforms to this principle, involves minor 
modifications to teachings introduced by 
Abercrombie*® in 1832 and endorsed by 
Cruveilhier,* Lenhartz*’ and Sippy.** 
Meticulous diagnostic investigation is a pri- 
mary therapeutic requisite, with classification 
of the status of the ulcer by degree of acute- 
ness or chronicity. Potentiality of complica- 
tions should be assayed, and the presence of 
associated or concomitant diseases established. 
The patient should, of course, be reassured 
thereby. Individualization, the next objective, 
is imperative in establishing the interplay of 
psyche and soma and in rationalizing dual 
therapeusis applicable to the person as well 
as to the lesion. Thus, treatment must be 
tailored to the patient’s temperament, envi- 
ronment and potentiality. Lastly, basic thera- 
peutic principles should be adhered to, with 
both patient and physician aware that exact- 
ing management of an early uncomplicated 
ulcer, in our present knowledge, constitutes 
prophylaxis against intractability, recurrence, 
chronicity and complications. yi 


General Instructions 


The following general instructions apply to 
all patients with peptic ulcers. 

1. Avoid physical and emotional strain and 
fatigue by rest, regularity of living, and en- 
vironmental tolerance. 

2. Avoid all mucosal irritants: alcoholic 
beverages,**** caffeine-containing beverages, 
cinchophen, firm objects in- 
cluding tablets (antacid tablets can be masti- 
cated), and possible ulcerogenic agents such 
as steroids'’* and BUTAZOLIDIN®.""*! 

3. Discontinue smoking (a controversial 
issue), since it may be harmful.*’* 

4. Use medications, including laxatives, 
only when specifically prescribed. Mineral oil 
is permissible. 

5. Establish regular living habits: eating, 
sleeping, relaxation, entertainment, exercises, 
work hours. (These patients do poorly on 
shift work. ) 

6. Avoid undue exposure to the sun. 

7. Special instructions to the diabetic pa- 
tient regarding diet and administration of in- 
sulin, avoiding hypoglycemic episodes. 
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Uncomplicated Gastric Ulcer 


In a case of uncomplicated gastric ulcer 
(radiologically, cytologically, gastroscopically 
and clinically benign) both patient and physi- 
cian should agree at initiation of therapy that 
if the characteristics suggestive of malignant 
disease should appear, operation becomes im- 
perative. The patient must be willing and 
able to cooperate with a medical program 
such as the following. 

1. Hospitalization program (described in 
subsequent section) mandatory for 28 days 
or until the patient is symptom-free and re- 
mains so for four days, to insure physical and 
physiologic rest and more efficient evaluation 
of response. 

2. Radiologic and, if practical and useful, 
gastroscopic surveys on or about the twenty- 
eighth day for determination of continued 
medical management or election of operation. 

3. Termination of medical therapy and 
adoption of an operative approach with un- 
certain response or recurrence within a rea- 
sonable period (28 days). 

4. Ambulatory program from the twenty- 
eighth day to the ninetieth day. When the 
patient remains symptom-free and healing of 
the ulcer is confirmed, the healing ulcer pro- 
gram may be undertaken. (Both these pro- 
grams are described subsequently. ) 

5. Healing ulcer program for a total of 24 
months, with diagnostic re-evaluation at 90 
day intervals for the first 12 months and at 
six month intervals (or when there is any 
suspicion or uncertainty) during the second 
12 months. 

6. Measures for prevention or management 
of recurrence. 


Uncomplicated Duodenal Ulcer 


The physician’s vigilance against malignant 
disease is the only responsibility removed in 
a regimen modified to permit a normal pattern 
of living without hampering the objectives 
of therapy. 

1. Hospitalization program, although desir- 
able, is not mandatory unless incomplete 
symptomatic response or complications occur. 

2. Ambulatory program, supplanting hos- 
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pitalization when bed rest is not required, is 
exacted until the patient remains symptom- 
free for 90 days. 

3. Radiologic surveys, unless evaluation 
dictates otherwise, to confirm status of heal- 
ing at intervals of six months. 

4. Healing ulcer program to completion 
of a 24 month period of re-examination. 

5. Measures for prevention and manage- 
ment of recurrence. 


Hospitalization Program 


The hospitalization program consists of 
physical bed rest other than for bathroom 
privileges, psychologic rest by environmental 
adjustment and sedation, and physiologic gas- 
tric rest by diet and medication. The schedule 
is as follows. 

First 10 days—Milk, 90 cc. every hour on 
the hour, 7:00 a.m. to 10:00 p.M., with nu- 
tritional supplements if gain in weight is 
desirable; antacid, every hour on the half 
hour, and antispasmodics, to individual toler- 
ance; sedation, as required, and supplemental 
parenteral fluids, as indicated; supplemental 
vitamins parenterally, especially ascorbic acid. 

Tenth to fourteenth day—When the patient 
has been relatively symptom-free for eight 
days, add strained cooked cereal with cream 
at 8:00 a.M., noon and 6:00 P.M., and Melba 
toast or crackers with butter at each feeding. 

About fifteenth day—Add gelatin, JELL-o®. 
junket or plain custard at 10:00 a.m. and 
3:00 p.M.; add one soft-cooked egg at 8:00 
A.M. and 6:00 p.M. and one puréed vegetable 
at noon. 

Twenty-second to twenty-eighth day—Add 
a second puréed vegetable at noon. Hourly 
milk is discontinued, but a full glass is given 
at each feeding. 

Fruit juices are avoided, since ascorbic 
acid contains their essential vitamin value yet 
does not produce the pyrosis frequently pre- 
cipitated by citrus fruit juices. Soups are not 
used because most of them are prepared with 
a base stock containing mucosal irritants. 


Ambulatory Program 


The ambulatory program is designed to 
permit the patient to work while the stomach 
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is kept at relative physiologic rest. It may be 
employed as continuation of the hospitaliza- 
tion program and as trial therapy for the 
patient with duodenal ulcer. Outpatients are 
asked to adhere to this regimen until the ulcer 
is quiescent for 90 days. It is succeeded by 
the healing ulcer program. 

The patient is advised to eat slowly, un- 
interruptedly and at regular intervals, to mas- 
ticate thoroughly, and to avoid seasoning 
other than salt. The diet schedule is as follows. 

Breakfast—Breakfast, at 8:00 A.M., con- 
sists of well-cooked, thin cereal (not whole 
grain) with cream and sugar; one or two 
soft-cooked eggs; toast (white), zwieback, 
stale white bread or crackers; milk with or 
without cocoa, POSTUM® or OVALTINE®. 

Daytime milk feedings—From 9:00 a.m. 
until 5:00 p.m. the patient drinks a half a 
glass of milk (250 cc.) hourly. Nutritional 
supplements are indicated with omission of 
a noon feeding. 

Evening meal—The evening meal consists 
of the following: 

1. Meat (boiled, broiled or roasted )— 
Sweetbreads, chicken or turkey (breast), 
squab, tender steak, roast beef, ground beef, 
lamb chops. 

Instead of meat, the patient may have fish, 
cheese or eggs. Fish may be whitefish, floun- 
der, trout, perch or red snapper. Cheese may 
be cottage, cream, or soft American, and 
eggs are soft-cooked. 

2. Vegetables (and potato substitutes )— 
Choice of one: boiled or baked white potato, 
rice, macaroni, spaghetti. Choice of one: car- 
rots, squash, asparagus, string beans, peas, 
lima beans, spinach, beets. 

3. Bread, as at breakfast. 

4, Beverage, as at breakfast. 

5. Dessert—Custard, Jell-o, gelatin, junket, 
ice cream, rice, tapioca, cornstarch pudding, 
blancmange, floating island, egg soufflé, 
sponge and pound cakes. 

In less severe cases, when desirable and 
practical, a noon feeding similar to the eve- 
ning meal can be substituted for daytime milk 
other than that at 10:00 a.m. and 3:00 P.M. 
Most working patients find milk feedings more 
practical. 
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Healing Ulcer Program 


The healing ulcer program is based on the 
concept that since recurrence of ulcer and 
gastric sensitivity persist, mechanical and 
chemical dietary irritants should be conscien- 
tiously avoided, medications taken, and sup- 
plementary rest sought until the ulcer has 
remained quiescent for 18 to 24 months. 

Diet—The dietary outline is the same as 
that for the ambulatory program. Creamed 
soups (strained vegetable other than tomato 
or onion), tender lean boiled ham and calf’s 
liver, broccoli tips and cauliflower are the 
usual additions. Prune juice and fresh grape- 
fruit are acceptable. Soft canned or cooked 
pears or peaches and ripe bananas are addi- 
tional desserts. 

Three regular meals, the largest preferably 
at noon, are outlined, with three intermediate 
feedings. Caloric values are adjusted to the 
patient’s requirements. Antacids can replace 
intermediate feedings when caloric restriction 
is indicated. 

Although some physicians consider diet a 
tradition with no effect on the healing of a 
peptic ulcer,** our experience indicates that 
relaxation in this respect creates indifference 
on the part of the patient. We frequently have 
observed complication, intractability and 
chronicity in our patients who either have 
not followed or have not been given adequate 
dietary instruction. Milk should be eliminated 
only on the basis of allergic reaction; intoler- 
ance and resentment are behavioral reactions. 
Flatulence and constipation can be corrected. 
Milk’s caloric value is important in the obese 
patient. Reflex stimulation of gastric secre- 
tion by infrequent feedings of milk should 
be considered in the neutralization program. 

Medications—A well-tolerated, effective an- 
ticholinergic and antacid agent should be 
taken on retiring. Sedation should be tailored 
to the patient’s needs. Because of certain 
dietary restriction, maintenance vitamins are 
prescribed. 

Antacids—Obvious advantages favor a 
combination of colloidal aluminum hydroxide 
and magnesium trisilicate or hydroxide, such 
as MAALOX®, GELUSIL® or ALUDROX® in liquid 
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and tablet form. Effectiveness, palatability and 
tolerance by the patient should dictate the se- 
lection. SUSTAGEN® (a complete nutriment) is 
advantageous when increased caloric intake 
is desirable. 

Anticholinergics—Anticholinergics are ad- 
junctive drugs designed to complement, not 
replace, management of an ulcer.*”*’ Exag- 
gerated enthusiasm for intensive short-term 
therapy”® should be analyzed critically in view 
of reports of complications after its employ- 
ment.*® Because patients with ulcer cannot be 
standardized psychologically and physiologi- 
cally, no uniform method of study has been 
devised to evaluate their status. However, in 
our laboratory we have been able to demon- 
strate antisecretory potency in varying degree 
and duration for every product studied when 
the maximal dose tolerated by the patient was 
used, as judged by anticholinergic side effect. 
On the basis of a seven year study*' on BAN- 
THINE® and PRANTAL®, beginning with our 
report in 1951, the following general conclu- 
sions seem permissible when the “optimal 
effective dose” of anticholinergic drugs* is 
used to complement comprehensive therapy 
of an uncomplicated duodenal ulcer. 

Symptomatic control is more prompt and 
complete, and hospitalization is rarely indi- 
cated. Intractability becomes a rarity, and the 
incidence of recurrence during therapy is re- 
duced. Healing is satisfactory, although not 
more rapid and not without residual deform- 
ity, and complications other than hemorrhage 
have been less frequent than in the previous 
seven years. Our most extensive experience 
has been with Banthine, Prantal, PRO-BAN- 
THINE®, PAMINE®, DARSTINE®, PATHILON® 
iodide and piptaL®. More recently we have 
included TRAL®, MARPLAN® and Pathilon 
chloride in our studies. 

We, like many others, have had the oppor- 
tunity of using many agents identified only 
by manufacturers’ code numbers that never 
achieved commercial production. We agree 
with Kirsner** that “no single drug excels all 
others in gastric inhibitory properties, clinical 
tolerance and therapeutic value in peptic 
ulcer.” Our experience, like his, however, in- 
dicates that the reaction of the individual 
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patient dictates the selection, dose, continua- 
tion and efficiency of those agents we have 
learned to favor over belladonna and atropine. 

Figure 1 summarizes in graphic form our 
experience with all the anticholinergics 
studied. It presents the mean units of total 
acid and free hydrochloric acid for 10 pa- 
tients after administration of anticholinergic 
drugs in optimal dosage. The stimulating ef- 
fect of feeding and histamine appears to be 
due to lack of influence over the gastric hor- 
mone, inability to neutralize histamine stimu- 
lation, and incomplete neural control. 

The principle of gradually released medi- 
cation by alteration of the sustained-action 
(plastic matrix) Tral or the compound itself 
(S1-1236) has, in our experience, given 
promise of more constant and sufficiently pro- 
longed action. The dose of Tral used in these 
studies varied from 50 to 75 mg. for a single 
administration, and that of $1-1236 was 25 
mg. Our clinical studies with these two prod- 
ucts are incomplete, but the possible advan- 
tages are obvious in the results graphically 
illustrated in figure 2. 

Sedatives—Sedatives have become an es- 
sential component of the effort to achieve 
mental, physical and gastric rest in the man- 
agement of ulcer. The agent used should be 
mild and innocuous and not habit-forming. 
Phenobarbital has gained common usage and 
is generally accepted. More recently the tran- 
quilizers***” have been under evaluation in 
patients with ulcers. We have found them use- 
ful to combat extreme apprehension, nausea 
and vomiting when sensitivity to barbiturates 
exists, or when barbiturates are ineffective or 
too soporific. We have found that nostyN®, 
meprobamate, TRILAFON®, ATARAX® and DAR- 
TAL® all are satisfactory and free of any ap- 
preciable gastric secretory or motility influ- 
ence. In combination with anticholinergics 
they have been well tolerated, on a minimal, 
not a psychiatric, dosage schedule, in studies 
extending beyond 12 months. 

Opinion regarding the efficiency of these 
agents specifically in peptic ulcer must be 
deferred until a larger series of patients has 
been observed for a longer period. We have 
attempted a study of patients with ulcer who 
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have received tranquilizers alone but cannot 
establish their efficacy because of inadequate 
control observations. The disadvantages of 
the Rauwolfia derivatives and some thiazines 
are well recognized.**** 


Measures of Probable Value in 
Selected Cases of Peptic Ulcer 


Continuous intragastric milk drip, long ad- 
vocated by Winkelstein,*® is probably valu- 
able in intractable cases. Although we do not 
believe its value outweighs the disadvantages 
of nursing difficulties and discomfort to the 
patient, it continues to be mentioned in cur- 
rent publications. 

Irradiation has a limited group of advo- 
cates, primarily from Walter Palmer’s group. 
From these sources emanate favorable reports 
on healing of ulcer when achlorhydria is main- 
tained for three months or longer. These 
studies, now in the eighteenth year, are statis- 
tically documented to indicate no recurrence 
in 53 per cent of gastric ulcers and 66 per 
cent of duodenal ulcers.” Recently, cobalt has 
been advocated.” 

Group psychotherapy in selected unrespon- 
sive patients with a “regressed, rigid type 
personality” probably can be justified.°* We 
have all seen the ulcer patient whom we would 
be happy to refer to a psychiatrist. However, 
there does not seem to be a personality pat- 
tern specific to the ulcer patient.” °® We en- 
dorse Illingworth’s”’ premises “ordering the 
patient’s life anew” to “come to terms with 
his stomach.” 

Pavlov referred to inhibition of secretion 
of hydrochloric acid by olive oil, probably 
as a result of duodenal mucosal stimulation 
and resultant enterogastrone. We have aban- 
doned use of this agent to inhibit hydrochloric 
acid because of unsatisfactory clinical re- 
sponse but we do use it as a dietary adjunct 
when it is not distasteful to the patient. 


Measures of Unestablished Value 
in Peptic Ulcer 


Among measures of unestablished value in 
peptic ulcer are robaden (extracts of gastro- 
intestinal mucosa), immune serum, injection 
of trigger areas, enzyme inhibitors, amino 
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acids, antigizzard ulcer factors (EXUL® or 
NUPRA®), procaine injection in the frontal 
lobes, histotherapy, and prolonged sleep 
therapy. 

Robaden, acclaimed an aid in management 
of ulcer, prevented recurrence in 86 per cent 
of one series of cases.”* The histaminic fixing 
activity of immune serum of patients with 
ulcer during the stage of its activity and after 
treatment with convalescent serum has sug- 
gested its possible value. Injection of small 
hypersensitive smooth skin and myofascial 
tissue nodules to relieve the refractory pain 
of duodenal ulcer has been advocated by 
Melnick”; experience to date, however, has 
been inadequate to justify his enthusiasm. 
Suppression of gastric hydrochloric acid by 
enzyme inhibitors is possible but not practical 
with the available agents because of dosage 
requirement; continued study seems justified. 
The amino acids have been advocated as ant- 
acids but as such are not efficient; although 
they do fortify protein intake, they are not 
a more satisfactory source than whole pro- 
tein.” The antigizzard factors have more lay 
support than medical support and have 
achieved an unfavorable position in medical 
opinion that is not yet clarified; the most 
recent report was unfavorable."' Injection of 
procaine hydrochloride in the frontal lobes, 
reported effective in a restricted study, may 
not go beyond the effort of Frumusan and 
Cattan®™ because of intricacy and limited indi- 
cation. Histotherapy, that is, the promotion of 
cellular metabolism by placental tissue and 
amniotic implants, supposedly is beneficial, 
but reports of improvement in six patients so 
managed have not been substantiated objec- 
tively.” Definitive conclusions cannot be made 
regarding sleep therapy as attempted in a 
Czechoslovakian therapeutic study, but this 
method is assumed to be of value in the active 
phase of an ulcer.™ 


Measures of No Value in Peptic Ulcer 


Measures that are of no value in peptic 
ulcer include enterogastrone, KUTROL®, muco- 
sal and submucosal extracts, various non- 
specific proteins and vaccines, emetine (SYNO- 
DAL®), histidine (LAROsTIDIN®), penicillin 
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intragastric drip, cabbage juice, mucosal ex- 
foliative procedures, almonds, and high car- 
bohydrate diet. 

Many ephemeral nostrums originate with 
charlatans, others with misguided enthusiasts. 
The credulous dyspeptic may be influenced 
to interpret chance results as therapeutic bene- 
fit. None of the nostrums enumerated deserves 
further consideration. 


Measures to Prevent Recurrence 


The high incidence of reactivation of ulcer 
is cited frequently, with the inference that 
most therapeutic efforts go for naught as the 
natural history of the peptic ulcer evolves.* 
Many of our traditional therapeutic efforts 
have been deprecated. Diet, environment and 
living habits have been discounted.® Anti- 
cholinergics have not uniformly prevented 
recurrence,” and failures with irradiation 
have been reported.”’ Time has mitigated the 
enthusiasm for each panaceal therapeutic 
claim. Recurrences may be precipitated by 
seasonal factors (spring and autumn),"' con- 
ditions of employment,’*:** emotional fac- 
tors,’* ulcerogenic drugs,’*** trauma®® and 
infection.” 

Measures directed toward reducing recur- 
rences should include the following. 

1. Thorough treatment of the acute ulcer 
to achieve sustained, complete healing. 

2. Proper indoctrination of the patient in 
management of the ulcer. 

3. Creation of a normal living pattern for 
the patient to include diet, habits, rest, occu- 
pation and environment. 

4. Reversion to ulcer regimen during recog- 
nized seasonal influence, infection, and pe- 
riods of emotional and physical strain. 

5. Avoidance of ulcerogenic agents. 

6. Avoidance of allergens. 

7. Avoidance of unbuffered salicylates. 

8. Surgical management of selected patients 
with confined perforation, cicatricial stenosis, 
and extensive scarring. 

9. Proper management of related and un- 
related concomitant or intermittent diseases. 

In a statistical review of 500 patients with 
duodenal ulcer initially seen with recurrent 
ulcer, the reactivation was believed to be 
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predominantly due to incomplete management 
of the ulcer in 41.5 per cent, dietary and alco- 
holic indiscretion in 22 per cent, salicylates 
in 8.5 per cent, seasonal factors in 6 per cent, 
infection in 4 per cent, trauma (surgical) in 
0.1 per cent, and ulcerogenic agents in 0.1 per 
cent. In 17.8 per cent no cause could be 
elicited. 

The annual recurrence rate in a two year 
study of 200 white male patients 30 to 31 
years of age managed on a public service 
where they did not have a regular attending 
physician was 3.5 per cent contrasted with 
1.5 per cent on our private service. The an- 
nual recurrence rate among Negro patients 
was 5 per cent in the same age bracket. 

We believe that most recurrences can be 
related directly to therapeutic indifference on 
the part of either physician or patient or both 
and that they can be prevented by better 
physician-patient cooperation. The natural 
history of the disease will defy all therapeutic 
effort in a certain group we would estimate 
to constitute 18 per cent. 


Prognosis of Peptic Ulcer 


The conclusions justified by our earlier 10 
year survey’® of ulcer patients have not been 
altered appreciably by our experiences during 
the intervening 20 years: 

“1. Of the cases treated medically, 75.5 
per cent respond satisfactorily. 

“2. Medical treatment is only slightly more 
successful that is surgery as to improved cases, 
but the failures in medicine are not the catas- 
trophes that surgically unimproved cases are. 

“3. Evidence does not substantiate the view 
that cases which are medical failures will do 
better permanently after operation. 

“4. Cases which relapse after a first course 
of medical therapy may be successfully re- 
treated. Each subsequent surgical procedure, 
in contrast, carries the higher incidence of 
failure. 

“5. Ulcer is rarely a fatal disease . . . nor 
does ulcer lessen the life expectancy. 

“6. The insurability of medically treated 
cases is better than that of those who have 
experienced surgery.” 

Duodenal ulcer—Ten years ago our gastro- 
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TABLE 1 


INCIDENCE OF COMPLICATIONS IN HOSPITALIZED 
Patients ULcer 


INCIDENCE OF COMPLICATIONS (PER CENT) 


YEAR 
| Perforation | Obstruction | Hemorrhage 
Before 1950 | 3.2 40 | 128 
1950-1957 0.4 0.08 5.2 


intestinal section was split into two distinct 
units. With this separation came a complete 
division of personnel, teaching affiliation and 
therapeutic program. One section (Dr. 
Browne’s) exacted hospitalization of all pa- 
tients with ulcer, with accompanying formal 
“psychosomatic” direction under one physi- 
cian. On Dr. Gordon McHardy’s section hos- 
pitalization was restricted to patients with 
complicated peptic ulcer, and only the in- 
formal program of proper indoctrination was 
carried out. This gave us an opportunity to 
follow these contrasting therapeutic regimens, 
although no control pattern as to severity or 
type of patient was possible. 

In 200 cases of duodenal ulcer from each 
group in which the patients continued under 
medical therapy and were available for follow- 
up during the first two years and in or after 
the fifth year, the number of recurrences in 
the hospitalized group was 2.5 in 1938, 3.0 in 
1939, and 2.2 in 1942. The average incidence 
of recurrence for the entire period was 2.57. 
In the ambulant group the corresponding fig- 
ures were 1.2 in 1938, 2.0 in 1939, and 1.5 in 
1942. The average for the ambulant group 
was 1.57 per cent. There is suggestive evi- 
dence that the number of recurrences declines 
after the second year with continued medical 
management and that initial hospitalization 
carries little benefit. 

In 1950, anticholinergics were added to our 
therapeutic program. Whereas an average an- 
nual recurrence rate of approximately 2 has 
continued to exist, the incidence of complica- 
tions per 100 hospitalized ulcer patients has 
declined appreciably (table 1). Not a single 
instance of gastrojejunocolic fistula after sub- 
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total gastric resection has been recorded since 
1950, which probably indicates better general 
medical and surgical management coupled 
with earlier surgical intervention in cases of 
marginal ulcers rather than any influence of 
the anticholinergics. 

Our general conclusion is that the outlook 
in long-term comprehensive management of 
duodenal ulcer is more optimistic than it was 
prior to 1950. Because of our concept of gas- 
tric ulcer management, such patients are not 
available for a comparable study. 


Future Prospects in Medical Treatment 


It is interesting to speculate as to thera- 
peutic measures that may become available. 
Illingworth’ enumerated possibilities, some 
of which assume the position of probabilities. 
We hope for (1) an antisecretory agent that 
may selectively curtail nervous parietal cell 
stimulation, inhibit the hormone gastrin, or 
have effective antihistamine influence at the 
parietal cell; (2) a method to increase tissue 
resistance by improved protective mucous se- 
cretory barrier, proper nutritional balance, or 
resolution of the problem of a possible toxic 
agent; (3) identification of the potential ulcer 
patient and application of prophylactic psy- 
chologic therapy by postulated psychologic 
traits and an estimate of work hypertrophy 
of parietal cells. 


Summary 


The “fog” which Sara Jordan mentioned 
persists. Our present concept of ulcer manage- 
ment conforms to tradition. Replacement of 
alkali by the more effective combined alu- 
minum hydroxide neutralizers and of the 
atropine derivatives by the potent and more 
efficient anticholinergics, possible aid from 
the tranquilizers, and a clearer understanding 
of ulcer disease with acceptance of our prob- 
lem are the notable changes. 


The list of references accompanying this paper will be 
available in the authors’ reprints or on request to the 
Editorial Department, Postcrapuate Mepicine, Essex 
Building, Minneapolis 3, Minnesota. 
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Rupture is the most frequent cause of death in abdominal aneurysm. Only sur- 
gical intervention can prevent death from exsanguination. In view of the high 
surgical mortality in the presence of perforation, elective resection of abdominal 
aneurysm is recommended. Advanced age does not contraindicate surgery. 


Emergency and Elective 
Surgical Treatment of 
Abdominal Aneurysms 


A COMPARATIVE STUDY 


OWEN GWATHMEY, PAUL C. ADKINS AND BRIAN BLADES* 
The George Washington University School of Medicine, Washington, D.C. 


AN aneurysm of the 
abdominal aorta is an 
extremely dangerous 
lesion. The most com- 
mon cause of death in 
this condition is rup- 
ture of the aneurysm 
with exsanguination. 
Kampmeier' reported 
31 deaths from retro- 
peritoneal hemorrhage 
in 38 cases. Nixon* col- 
lected 233 cases with 152 deaths from rup- 
ture. In Estes® group of 102 cases, fatal hem- 
orrhage occurred in 63 per cent; further, 67 
per cent of the patients lived one year only, 
50 per cent died within three years, 75 per 
cent died within five years, and none survived 
10 years. In a series of 116 aneurysms of the 
aorta and iliac arteries studied by Zech and 
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PAUL C. ADKINS BRIAN BLADES 
Merendino,* all the patients except one died 
within 37 months; 83 per cent died within one 
year, and the average survival was nine months. 
These 116 aneurysms included 61 abdominal 
aneurysms, of which 48 were symptomatic 
when the patients were first seen; 22 of these 
patients died within one month. 

Hemorrhage may be profuse and death may 
occur within minutes, but a large number of 
patients live for many hours after the onset of 
retroperitoneal bleeding. Estes* reported that 
two patients survived four weeks, one six 
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months, and one four years after the initial 
hemorrhage; all four patients died after a sec- 
ond rupture. In Zech and Merendino’s series 
there were eight instances in which a small 
rupture sealed prior to the final lethal perfora- 
tion. Cooley and DeBakey® in 1954 reported 
17 cases in which from 10 hours to nine days 
elapsed between the onset of symptoms and 
operation. In the small series of cases treated 
by Javid and associates® the longest interval 
from hemorrhage to celiotomy was 13 days. 
There appears to be sufficient time following 
the perforation in many instances to institute 
prompt and proper reparative measures. 

There is evidence that abdominal aneu- 
rysms are becoming more prevalent. In 1952, 
Monigilia and Gregory,’ after reviewing the 
literature and studying 6000 autopsies, con- 
cluded that syphilitic aneurysms had decreased 
and arteriosclerotic aneurysms had increased. 
Prior to 1940, thoracic aneurysms were 10 
times more common than abdominal aneu- 
rysms, and syphilis was the cause of virtually 
all the thoracic lesions and approximately half 
the abdominal ones. A decade or so ago, tho- 
racic aneurysms were eight times more com- 
mon than abdominal aneurysms. From 1941 
to 1951, atherosclerosis was the major cause 
of aneurysm, and the ratio of thoracic to ab- 
dominal lesions was reported to be 3 to 2. In 
more recent reports the ratio was 2.2 to 1.* 
Estes* in 1950, reporting on 102 cases, and 
DeBakey and associates* in 1956, reporting 
on 180 cases, found that atherosclerosis was 
the etiologic factor in 95 per cent of abdomi- 
nal aneurysms. With a few exceptions, ab- 
dominal aneurysms are the result of arterio- 
sclerosis, whereas the majority of thoracic 
aneurysms are syphilitic. Since arteriosclerosis 
is a disease of older age, it is not surprising 
that the number of arteriosclerotic aneurysms 
is increasing. 

During the three year period from 1954 to 
1957, 32 patients with abdominal aneurysm 
were admitted to the surgical services of The 
George Washington University and affiliated 
hospitals. To facilitate discussion, the cases 
are divided into two groups of 16 cases, an 
elective group and an emergency group. In all 
but one of the emergency cases the aneurysm 
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TABLE 1 
Aces or Patients WitH ABDOMINAL ANEURYSM 
AGE (YEARS) ELECTIVE GROUP | EMERGENCY GROUP 

47-50 2 
51-60 4 6 
61-70 10* 5 
71-80 3* 
81-84 

16 16 


*One woman. 


apparently had ruptured before the patient 
was hospitalized. In the elective group the pa- 
tients were admitted for diagnostic study be- 
cause of an abdominal mass or vague abdomi- 
nal complaints. The ages in the elective group 
ranged from 47 to 68 years, and in the emer- 
gency group from 54 to 84 (table 1). Thirty 
patients were men, and two were women. 

Hypertension was uniformly present in the 
elective cases. A pulsating abdominal mass 
was the only other clinical manifestation in six 
cases. In two cases the diagnosis of abdomi- 
nal aneurysm had been made elsewhere when 
laparotomy had been performed for other rea- 
sons. The remaining eight patients in the elec- 
tive group had vague epigastric discomfort or 
dull aching pain which was maximal in the 
epigastrium and to the left of the midline. The 
pain was not always constant, and on occasion 
could be relieved by changing position. Three 
patients had left lumbosacral pain and three 
had intermittent claudication of four to five 
years’ duration; in addition, three of these six 
patients had been treated for congestive heart- 
failure. All these patients had been seen by 
physicians from two weeks to six months pre- 
vious to hospitalization. 

Eight of the patients in the emergency group 
had been unaware of their condition prior to 
rupture. Four had known of the presence of an 
aneurysm for 6 to 24 months because of a pul- 
sating abdominal mass. The four other patients 
had had dull pain in the epigastrium or left 
flank for two weeks to six months. All the pa- 
tients in the emergency group except one had 
sudden excruciating abdominal pain 5 to 168 
hours before admission to the hospital. The 


POSTGRADUATE MEDICINE 


li 


exception was a patient admitted for diagnos- 
tic study whose aneurysm ruptured while he 
was in the hospital. The abdominal pain radi- 
ated to the back and often down both legs. 
Occasionally it was less severe following rup- 
ture, only to recur minutes to hours later. 
Shock and profuse sweating occurred immedi- 
ately in five cases and hours later in five. In 
the other six cases the patients had been given 
supportive therapy when seen because of ab- 
dominal distress, and shock became apparent 
days later. Six patients were oliguric and two 
were anuric. 

The most common physical finding in the 
elective group was a nontender, expansile, pul- 
sating mass at or above the level of the um- 
bilicus, extending to or under the costal mar- 
gin and on occasion into the pelvis. The lesion 
usually was freely movable, particularly when 
the aorta was greatly elongated. Peripheral 
pulsations were present in all but two cases; in 
these two, right femoral pulsations were ab- 
sent. With rapid and progressive enlargement 
and rupture apparently imminent, the aneu- 
rysm and aorta usually became fixed and ten- 
der. When hemorrhage occurred, tenderness 
was more pronounced over the aneurysm and 
in the left flank and quite often in the left 
lower abdominal quadrant. Following rupture, 
an additional mass which did not pulsate was 
felt in the left lower quadrant on three occa- 
sions due to large retroperitoneal hematomas. 
True abdominal rigidity did not occur in any 
of these cases, but peritoneal irritation with 
rebound tenderness was present in all instances 
following hemorrhage. Bowel sounds were hy- 
poactive in half the cases. 

When an aneurysm has ruptured, the diag- 
nosis is comparatively easy to make. The cor- 
rect diagnosis was made in all the cases in this 
series in which rupture of an abdominal aneu- 
rysm had occurred. However, on two occa- 
sions the diagnosis of ruptured abdominal 
aneurysm was made and was not confirmed at 
operation. Both patients had sudden abdomi- 
nal and back pain and shock. One was found 
to have acute pancreatitis with hemorrhage 
and a large hematoma overlying the aorta. The 
other patient had a carcinoma of the cecum 
and an intussusception of the cecum and ter- 
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FicurRE 1. Roentgenogram of the abdomen. Calcific de- 
posits in the wall of the aneurysm. 


minal ileum into the transverse colon. In both 
cases a mass approximately 10 by 10 cm. in 
size overlay the aorta, pulsations were trans- 
mitted from the aorta through the mass, and 
a great deal of tenderness was present. A his- 
tory of hypertension, sudden severe abdomi- 
nal or lumbar pain which may or may not 
radiate to the extremities, evidence of blood 
loss, and a midline pulsating abdominal mass 
are characteristic features of a ruptured ab- 
dominal aneurysm. These were the only two 
cases in which the diagnosis was erroneous. 
Laboratory studies were not helpful. Pa- 
tients with ruptured abdominal aneurysm had 
findings compatible with blood loss. The low- 
est recorded hematocrit reading was 18 mm. 
with a hemoglobin of 8 gm. Total leukocyte 
count ranged from 10,000 to 18,000 per cubic 
millimeter, with a slight to moderate shift to 
the left. Routine blood urea nitrogen studies 
were done in all cases of the elective group, 
and the findings were within normal limits. 
The emergency group did not have routine 


679 


; 
% 


FIGURE 2a. Aortogram of the abdominal aorta. The aortic 
lumen appears normal in size but is displaced to the left 
by the laminated clot. Calcific deposits are present in 
the wall of the aneurysm and are separated from the 
aortic lumen by laminated clot. 


chemical determinations because of the shock- 
like state and the time element before ex- 
ploration, but four patients did have preopera- 
tive blood urea nitrogen studies; the highest 
reported was 54 mg. per cent. 
Roentgenograms of the abdomen are diag- 
nostic in the majority of cases of abdominal 
aneurysm. Aortograms are rarely necessary 
and may be misleading. Roentgenographic 
studies were done in all cases except two, 
which were extreme emergencies. In 25 cases, 
roentgenograms showed linear or curvilinear 
calcific deposits in the aorta (figure 1). In 20 
there was evidence of dilatation of the ab- 
dominal aorta in the region of the palpable 
abdominal mass. A soft-tissue mass in this 
region was also seen in five cases. In 20 cases 
a definite diagnosis could be made by roent- 
genographic studies alone. In the 14 emer- 
gency cases in which roentgenograms were 
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FIGURE 2b. Schematic drawing of aortogram in figure 
2a, showing the relationship of the dye in the aortic 
lumen to the size of the aneurysm. The shaded portion 
is the laminated clot within the aneurysm. The left bor- 
der of the aneurysm contains calcific deposits. 


made, they were diagnostic in 12 and sugges- 
tive in two. 

Aortograms were made in 14 cases of the 
elective group, and generally showed the ab- 
dominal aorta to be dilated, tortuous and elon- 
gated. The aneurysm was well outlined in four 
cases. In the presence of a laminated blood 
clot the caliber of the aorta quite often ap- 
peared normal (figure 2). Frequently the cal- 
cific deposits in the aortic wall were separated 
from the lumen by a distance of several milli- 
meters to 1 or 2 cm., suggesting a clot forma- 
tion within an aneurysm. In two cases the 
right iliac artery was blocked. 


Treatment 


In the past, definitive therapy of abdominal 
aneurysm was directed toward ligation of the 
aorta above the aneurysm,”:'’ obliteration of 
the sac by inducing thrombosis within it,’"'* 
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or reinforcing the wall to delay rupture.’*:'* 


These procedures were inadequate and pro- 
vided only temporary relief. Operative and 
hospital mortality was well over 50 per cent, 
and those patients able to leave the hospital 
lived only a short time. Paralysis, thrombosis 
and gangrene were the most common compli- 
cations following ligation; delayed rupture 
occurred frequently. Attempts to induce throm- 
bosis to obliterate the sac often failed. Wrap- 
ping or reinforcing the aneurysm would have 
been practical if the weakest portion had also 
been covered, but because of the great danger 
of rupture during dissection this usually was 
not done. The posterior wall of the aneurysm 
often was thin, or because of erosion and de- 
struction the vertebral bodies had become the 
wall itself. 

The ultimate goal for successful surgical 
treatment of abdominal aneurysm has been es- 
tablished.’*'® Resection of the diseased part 
of the aorta and re-establishment of continu- 
ity by a graft have been done in hundreds 
of these cases. DuBost, Allary and Oecono- 
mos" in 1951 were the first to excise an ab- 
dominal aneurysm successfully and restore 
function by means of an aortic homograft. 
The success of resectional therapy of abdomi- 
nal aneurysm has been satisfactorily demon- 
strated by DeBakey and associates,*’ Bahn- 
son,'® Julian and co-workers,”' and others. An 
operative mortality of 2 per cent in selected 
cases of patients less than 65 years of age and 
without heart disease has been reported.*° In 
unselected cases the mortality has varied from 
7 to 20 per cent. In the 16 elective cases in 
this series there were two operative deaths 
(12.5 per cent). 

In this series of 32 cases, excision of the 
diseased segment and replacement by grafting 
were accomplished in all instances except 
three. In one, the right iliac bifurcation had 
formed an aneurysm above a high thigh am- 
putation which had been done some years be- 
fore. The aneurysm perforated 12 hours be- 
fore exploration. It was excised, since there 
was no need for additional blood supply. In 
the other two cases the aneurysm also ruptured 
prior to operation. Cardiac arrest occurred 
during exploration in both instances, and in 
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spite of resuscitative measures the condition 
was irreversible. 

Atherosclerosis was the sole cause of the 
aneurysm formation in the 32 cases. Charac- 
teristically, all the aneurysms originated be- 
low the renal arteries. All were fusiform in 
‘nature, but on occasion a saccular component 
was noted. The fusiform dilatation extended 
to involve the aortic bifurcation in all in- 
stances. In the great majority of cases the 
lumen of the proximal aorta and iliac arteries 
was larger than normal. In all cases the wall 
of the aneurysm was thin and calcific and 
atheromatous changes were present with a 
laminated thrombus found on the inner sur- 
face. The wall of the sac adjacent to the 
vertebral column was thinner than the re- 
mainder of the aneurysmal sac. In the emer- 
gency cases the posterior wall had almost com- 
pletely disappeared and the vertebral body 
was its only support. Thrombus, recent and 
old, had appeared to plug the hole, particular- 
ly in those cases in which bleeding had ceased. 
Hemorrhage occurred from this area in all 
cases of rupture. Free blood in the peritoneal 
cavity was found in only three instances. Re- 
troperitoneal hemorrhage with dissection of a 
hematoma into the tissue planes was uniform- 
ly present. The hematoma was found more 
frequently on the left side of the vertebral 
body, extending toward the left flank and often 
with a massive clot formation around the left 
iliac vessels. On several occasions the hema- 
toma presented on the right side and extended 
to the subhepatic space. There was only one 
instance in which blood dissected into the left 
pleural cavity. In almost all cases the sur- 
rounding tissues were edematous and there 
were marked inflammatory changes involving 
the inferior vena cava and the wall of the 
aneurysm. 

There was sufficient cuff following resec- 
tion of the segment for anastomosis in all 
cases. Temporary occlusion of the aorta be- 
low the renal arteries was not associated with 
demonstrable ischemic damage to the kidneys, 
spinal cord or other vital organs in any of the 
elective cases. In the emergency group there 
was no instance of spinal cord injury. How- 
ever, painful lower extremities and peripheral 
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TABLE 2 


Types or Grarts Usep 1n 32 Cases oF ABDOMINAL ANEURYSM 
AND INCIDENCE OF THROMBOSIS 


TYPE OF GRAFT | ELECTIVE GROUP EMERGENCY GROUP THROMBOSIS 
Homologous (freeze-dried) | 9 3 | 3 
Orlon (taffeta) 1 6 1 
Dacron (taffeta, heat-sealed) 2 
Nylon (taffeta) 2 1 
Nylon (crimped) + 2 2 
No graft 3 | 

| 16 16 | 7 


nerve damage occurred in two cases because 
of peripheral ischemia. In both, peripheral 
thrombosis had occurred. The degree of renal 
damage, if any, could not be determined in 
this group. All the emergency patients had 
prolonged shock preoperatively, the circulat- 
ing blood volume probably was low following 
operation, and the aorta was crossclamped for 
from one to three hours. 

The distal extent of resection and graft re- 
placement included the proximal iliac arteries 
in 25 cases. In four others the graft extended 
to the external iliac arteries. The internal iliac 
vessels were ligated in three of these cases, 
and in the other the common iliac arteries 
were ligated and an end to side anastomosis 
to the external iliac vessels was accomplished. 

Homologous aortic bifurcation grafts pre- 
served by freeze-drying were used in 12 cases. 
Three types of plastic material in taffeta form 
were also employed, namely, orlon, dacron 
and nylon.**'** Bifurcation grafts were fash- 
ioned, sewn and kept in readiness. Nylon 
woven grafts were also available in commer- 
cially prepared crimped form. Dacron grafts 
fashioned and sealed by heat** at the operat- 
ing table were also used (table 2). 

Anticoagulant drugs were used at the time 
of exploration in all cases. The solutions were 
injected into the lumen of the aorta above the 
proximal clamp and into the common iliac 
arteries below the distal clamp soon after 
crossclamping. Injections were repeated often 
during the dissection, while the anastomosis 
was performed, and just before releasing the 
clamps. The vessels were checked for clot 
both proximally and distally just before anas- 
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tomosis was completed. Despite this precau- 
tion, thrombosis developed in three cases be- 
fore completion of the procedure and in four 
soon after recovery from anesthesia. In three 
other cases anticoagulant therapy was con- 
tinued. In each of these three cases, emer- 
gency transfusions and protamine were given 
because of retroperitoneal hemorrhage; all 
three patients recovered. 

There were two operative deaths in the 
elective group (12.5 per cent), one occurring 
during operation and the other six days after 
operation. One of these patients was a 65 
year old man who previously had been treated 
for congestive heart-failure due to arterio- 
sclerotic cardiovascular disease. Ventricular 
fibrillation developed soon after the aorta was 
crossclamped. Although grafting was com- 
pleted, cardiac arrest was irreversible. The 
other operative death in the elective group 
was of a 68 year old woman with generalized 
arteriosclerotic cardiovascular disease and ar- 
terial insufficiency. The aneurysm was resected 
and a homologous bifurcation graft was anas- 
tomosed. Anticoagulants were given for five 
days. Twenty-four hours after anticoagulants 
were discontinued, the entire graft became 
thrombosed. At re-exploration the clot extend- 
ed from the level of the renal arteries into the 
femoral arteries. Cardiac arrest developed dur- 
ing the operation and the heart beat could not 
be restored. 

In seven cases of the emergency group, 
hemorrhage was so severe at the time of celi- 
otomy that it was necessary to do a thoracot- 
omy and to occlude the thoracic aorta to con- 
trol the bleeding. Four patients died during or 
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soon after exploration. In four others, throm- 
bosis of the grafted segment developed. Re- 
exploration was done in two of these four 
cases within a few hours of the initial proce- 
dure. Although circulation was re-established, 
one patient died two days later of shock and 
one died four days later of acute coronary oc- 
clusion. Re-exploration was not done in the 
other two cases with thrombosis of the grafted 
segment because of the precarious condition 
of the patients; they died 17 and 24 hours 
later of hemorrhagic shock. Four other pa- 
tients died of hemorrhagic shock two to three 
days after insertion of the graft. Two of these 
patients were anuric three to four days prior 
to operation. One other patient in the emer- 
gency group died from peritonitis seven days 
following resection. The operative mortality 
was 81.2 per cent in the emergency group. 

There were four late deaths in the series of 
32 cases. Two of these patients had undergone 
emergency exploration 35 days and 34 days 
previously. One was a 71 year old woman with 
chronic congestive heart-failure in whom cor 
pulmonale developed. She had had hyperten- 
sion for many years and had been treated for 
congestive heart-failure for three years. She 
was anuric for four days prior to operation. 
Postmortem examination disclosed that the 
graft was intact. The other was an 84 year old 
man who was in shock and had a retroperito- 
neal abscess. Exploration disclosed a large ab- 
scess and hematoma and bleeding from a rent 
in the proximal aorta 2 cm. above the anasto- 
motic suture line. This was repaired and the 
abscess was drained. The patient died 17 hours 
following the procedure. 

The other two late deaths were of patients 
in the elective group. They occurred six 
months and six weeks after resection and 
grafting. In one, a retroperitoneal abscess and 
a partial rupture of the suture line of the left 
iliac artery developed. In the other, a retro- 
peritoneal abscess and hematoma also devel- 
oped. A large tear was found in the proxi- 
mal aorta 2 cm. above the anastomosis on the 
posterior wall. In both cases the abscess was 
drained and the hemorrhage was controlled, 
but both patients died because of overwhelm- 
ing infection and hemorrhagic shock. 
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Discussion 


Abdominal aneurysm may be undetected 
for many months or years. All patients 50 
years of age or older who have moderate to 
severe hypertension are candidates for ab- 
dominal aneurysm and should be examined 
carefully for an expansile mass. 

The most frequent cause of death in ab- 
dominal aneurysm is rupture. In a series of 
313 cases treated by DeBakey, Cooley and 
Creech,”” 23 were emergencies. They were 
able to salvage approximately two-thirds of 
the cases and felt that the operative risk was 
four times greater when rupture had occurred 
than in the group with nonperforated aneu- 
rysm. Javid and associates® were able to save 
two of four such patients. Schumacker*™* ex- 
plored five patients and only two survived. 

» In the emergency group of 16 cases in this 
‘series, excision of the aneurysm was attempted 
despite the apparent hopelessness of the situa- 
tion. Some of the patients had been in shock 
for five or six days and had been treated spo- 
radically with vasopressors and repeated blood 
transfusions in hope of maintaining an ade- 
quate blood volume. Regardless of the shock- 
like state, exploration was done immediately. 
Hemorrhage was so severe in seven cases that 
the descending thoracic aorta had to be cross- 
clamped to control the bleeding. Blood pres- 
sure improved once the aorta was cross- 
xlamped in all but two cases. Three of these 
‘seven patients died during exploration; three 
‘lived two days or longer, and one, an 84 year 
old man, was discharged as improved. 

There is a latent period between the first 

‘ symptom of imminent rupture of an aneurysm 
and the actual rupture, and between the rup- 
_ ture and the death of the patient. The major- 


_ ity of patients will survive actual hemorrhage 


‘for a sufficient length of time to allow surgi- 
cal therapy to be instituted. From 10 hours to 

‘nine days elapsed between onset of symptoms 
and operation in the group reported by Cooley 
and DeBakey.° In our series the interval was 
5 to 158 hours. It is important that there be 
no delay in sending patients to the hospital 
for immediate treatment if perforation of an 

, aneurysm is suspected. 
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Conclusion 


Elective excisional surgery is the treatment 
of choice for patients with aneurysm of the 
abdominal aorta. The mortality rate for such 
elective operations is low (12.5 per cent in 
this series of patients) and good results may 
be anticipated. 

Patients with perforated abdominal aneu- 
rysm have an extremely grave prognosis. Op- 
eration offers the only hope of avoiding death 
from exsanguination. Although the surgical 
mortality is high, operation is warranted. In 
our experience the salvage rate once an aneu- 
rysm had perforated was 18.7 per cent. De- 
spite such odds, two of the survivors were 
more than 70 years of age and both had se- 
vere generalized arteriosclerosis. 

In view of such a high mortality rate, elec- 
tive resection of abdominal aneurysm is strong- 
ly urged unless a sound contraindication to 
operation exists. Age in itself should not con- 
stitute a barrier to surgical intervention. 
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The Epidemiology of 
Atherosclerotic Coronary 
Heart Disease; Part 2 


JEREMIAH STAMLER* 


Chicago Board of Health, Chicago 


The United States an Epidemiologic 
“Laboratory” 


Beecent years have also witnessed a definite 
quickening of epidemiologic research of a 
different type in the United States. It has 
come to be widely recognized that this coun- 
try, with its large population stratified by re- 
gion, occupation, income, ethnic and racial 
background, and so on, constitutes an excel- 
lent epidemiologic “laboratory.” Based on this 
approach, our group late in 1954 initiated a 
long-term investigation on the epidemiology 
of the major cardiovascular-renal diseases in 
the city of Chicago, in the state of Illinois, 
and in the United States. 

The first phase of this study involved analy- 
ses of 1951 and 1953 mortality data for spe- 
cific groups in the population stratified by 
age, sex, race, nationality, occupation and 
place of residence (including urban-rural), 
with a particular focus on the middle decades 
of For present purposes the 
following findings assume particular signifi- 
cance. The death rates for arteriosclerotic 
heart disease were several-fold higher for mid- 


*Director, Heart Disease Control Program, Chicago Board of Health, 
Chicago, linois. 
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dle-aged men than for middle-aged women, an 
observation fully in accord with extensive data 
from multiple sources (figure 1° 
This is the most striking, unquestionably valid 
epidemiologic fact about coronary disease in 
the United States. The question forcefully pre- 
sents itself, why? What is responsible for this 
gross sex differential? 


Sex and Race Differentials 


Before proceeding to touch briefly on this 
problem, two further facts, rarely alluded to, 
are worthy of note. This sex differential, so 
clearly apparent in the middle-aged white 
population of the United States and other eco- 
nomically developed countries, is either ab- 
sent or much less marked in economically less 
developed countries. This reduction in the 
ratio of coronary disease, male to female, 
comes about chiefly because of the lower rates 
for males (figure 3).°'° 

Compare the findings in the middle-aged 
American Negro population. Note that for the 
cardiovascular-renal diseases as a whole, vir- 
tually no sex differential is demonstrable for 
Negroes at any time from 1920 to 1955 (fig- 
ure 5).'°** Note also that cardiovascular- 
renal death rates for Negroes are much higher 
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FIGURE 9. Urban-rural death rates, men aged 45 to 54, Illinois, 1951 (Kjelsberg and Stamler”). a.s. & D.H.D.: Arterio- 


sclerotic and degenerative heart disease (cf. table 1). 


than those for white persons. Note further that 
arteriosclerotic heart disease death rates for 
middle-aged Negro men are about the same as 
or moderately lower than those for white men 
(figures 8 to 11).’°°*® Note finally that ar- 
teriosclerotic heart disease death rates for 
middle-aged Negro women are considerably 
higher than those for white women. Conse- 
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quently the sex differential in arteriosclerotic 
heart disease mortality rates for Negroes is 
less marked than for white persons. This low- 
er sex ratio, it may be emphasized, is not the 
same qualitatively as that recorded for the 
economically less developed countries. In 
American Negroes it reflects chiefly higher 
rates in the denominator, i.e., higher rates for 
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FIGURE 10. Socioeconomic characteristics (income) and 
A.S.H.D. death rates, men aged 45 to 54, Chicago, 1953 
(Kjelsberg and Stamler”). Income data are median fam- 
ily incomes per year; they represent median incomes of 
the census tracts of origin of the population groups, as 
obtained from 1950 census reports. 


FIGURE 1]. Occupation, race and A.S.H.D. death rates, 
men aged 45 to 54, Chicago, 1951 (Stamler, Kjelsberg 
and Hall”). It is likely that the death rates for the 
laborers, white and Negro, are falsely high, probably 
due to inaccurate listings of occupation on death certifi- 
cates. The data were therefore pooled into two broad 
groups, white-collar workers (A + B) and blue-collar 
workers (C + D + E). 


Negro women. In the economically less de- 
veloped countries it reflects mainly lower rates 
in the numerator, i.e., lower rates for men. 
The end result in both cases is a similar ratio, 
but on a different basis. 

What is the meaning of all these diverse 
findings in terms of the problem of causation 
of coronary disease? Based on present knowl- 
edge the following approaches and interpreta- 
tions may be suggested. It is not likely that 
nutrition is a decisive factor responsible for 
the marked sex differential in coronary dis- 
ease in middle-aged Americans, particularly 
white persons, since from the limited data 
available there do not appear to be marked 
differences in the dietary habits of American 
men and women. Obesity is, however, less 
prevalent in white women than in white men. 
Therefore the matter of dietary patterns in 
men and women merits further investigation, 
particularly in view of the paucity of reliable 
data available. 

Considerable evidence has accumulated in- 
dicating that gonadal function, specifically es- 
trogenic secretion, is a key factor responsible 
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for the high resistance of premenopausal 
women to atherosclerotic coronary heart dis- 
ease. Detailed discussion of this aspect of the 
problem is beyond the scope of this paper, 
and the reader is referred to other published 
reports.!:2: 48-5 

Does diet enter the picture at all? Data from 
economically less developed countries indicate 
that diet is definitely involved. They suggest 
that a certain nutritional pattern, a habitual 
diet high in total calories, total fats, saturated 
fats and cholesterol, is essential to effectuate 
the metabolic prerequisites for atherogenesis 
in sizable sectors of a population. Without that 
dietary prerequisite, atherosclerotic disease 
rarely develops in middle-aged persons of 
either sex and the sex differential is absent or 
slight. With the dietary prerequisite operat- 
ing, the susceptible male sex is frequently vic- 
timized. The female sex, by virtue of the pro- 
tection afforded through estrogenic secretion, 
tends to be particularly resistant in the pre- 
menopausal years. Thus the American woman, 
particularly the white woman, exhibits a rela- 
tively low coronary disease rate in middle age, 
although this rate is somewhat higher than 
that of her counterparts in economically less 
developed countries, where the potential for 
atherogenesis based on diet is generally low 
(figure 3). 

This interpretation of the data on the sex 
differential again emphasizes the concept of 
an interplay between dietary (exogenous) and 
endocrine (endogenous) factors in the etiolo- 
gy and pathogenesis of atherosclerotic disease. 
It views diet as a key, but not exclusive, causa- 
tive factor. It is in contradistinction to trends 
of thinking which demand an either-or, yes-no 
answer to the problem of the relationship be- 
tween diet and atherosclerosis. 

It is essential to add that the foregoing in- 
terpretation of the sex differential is in itself 
not adequate to account for the apparent find- 
ings on American Negroes. In this connection 
it must first be emphasized that the data on 
coronary disease in American Negroes, par- 
ticularly the findings indicating a relatively 
high arteriosclerotic heart disease rate in mid- 
dle-aged Negro women, are as yet limited. Fur- 
ther studies on groups of varying geographical 
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and socioeconomic backgrounds are needed to 
check validity of the data which are extant. 
Suppose the validity of this observation that 
coronary disease rates are higher in middle- 
aged Negro women than in white women is 
tentatively accepted. What can be said about 
possible causes of this phenomenon? Is it re- 
lated to differences in estrogenic secretion? 
This should be investigated, but it would ap- 
pear to be an unlikely possibility. Is it related 
to other endocrine functions—thyroidal, pan- 
creatic? Is it related to differences in diet and 
different prevalences of obesity? Is it related 
to the greater prevalence of hypertension in 
Negro women? Is it related to a higher inci- 
dence in Negro women of genitourinary tract 
infections and complications of pregnancy 
(preeclampsia, eclampsia, and so on) with 
consequent renal damage and hypertension? 
Is it related to socioeconomic and sociocul- 
tural differences between the races, in income, 
employment status, psychologic stresses, 
strains and frustrations (e.g., those relating 
to discrimination and segregation)? All these 
questions can and should be explored by epi- 
demiologic research in the years ahead. 
Further studies along these lines are par- 
ticularly essential in view of the confused, 
contradictory picture emerging from many 
papers in the literature on coronary disease 
in Negro men compared with white American 
men.” Some reports present data indi- 
cating that coronary disease has been occur- 
ring much less frequently in Negro men than 
in white men, an impression receiving some 
support from recent over-all national mortal- 
ity data, particularly for men in age groups 55 
and over (see figure 8). Other publications 
contain findings indicating no substantial dif- 
ference between Negro and white men in age- 
specific coronary disease rates, particularly in 
middle age, an impression supported by re- 
cent mortality data from large northern cities 
(figures 9 to 11). These findings are not nec- 
essarily mutually exclusive. Rather they may 
reflect real differences in disease patterns with- 
in the Negro population based on socioeco- 
nomic differences prevailing during particular 
decades, in North versus South, in urban ver- 
sus rural areas, in different income-occupation 
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groups. Additional research, especially in rep- 
resentative samples of the living population, 
is needed in order to clarify this important set 
of problems. 


Hypertensive Disease in 
American Negroes 


While this lack of clarity exists concerning 
coronary disease in Negroes in the United 
States compared with white persons, it is an 
unquestioned fact that a gross differential 
exists between the two racial groups in mor- 
bidity and mortality due to hypertensive dis- 
ease and its sequela, cerebral hemorrhage 
(figure 8). The rate of occurrence of hyperten- 
sive disease is several-fold greater in Negroes 
than in white persons. This is the unassailable, 
outstanding, solid fact of our present knowl- 
edge concerning the epidemiology of hyperten- 
sive disease in the United States.':* 

Note that the highest death rates for cere- 
brovascular diseases are in Negro women (fig- 
ure 8). Note also, in contrast to arterioscle- 
rotic heart disease findings, the absence of any 
tendency in either white persons or Negroes 
for women to exhibit lower mortality rates 
from these causes. That is, for hypertensive 
disease there is no sex differential in favor of 
women. Thus the data on the epidemiology of 
hypertensive and atherosclerotic diseases pre- 
sent markedly different patterns. This fact em- 
phasizes the validity of the conclusion that 
these are two different disease processes etio- 
logically. 

It is this high rate of hypertensive disease 
and its complications (particularly cerebral 
hemorrhage) in Negroes that largely accounts 
for the fact that over-all cardiovascular-renal 
death rates have consistently been higher in 
Negroes than in white persons during the 
period 1920 to 1955 (figure 5). 

The factors etiologically responsible for this 
phenomenon remain largely unknown, al- 
though it is not difficult to formulate meaning- 
ful hypotheses concerning possible variables 
(nutritional, infectious, psychologic, and so 
on) to be investigated epidemiologically. 

In evaluating the foregoing data on the epi- 
demiology of the cardiovascular-renal diseases 
in the United States, it is important to pon- 
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der the apparently paradoxical nature of some 
of the findings. On the one hand, hypertensive 
disease is several times more prevalent in 
Negro than white men; on the other hand, the 
occurrence of atherosclerotic coronary disease 
is no greater, and may even be less, in Negro 
than white men. But it has been repeatedly 
shown experimentally and clinically that hy- 
pertension increases the risk of coronary dis- 
ease. Why then do not Negro men, with so 
much more hypertension, have more coronary 
disease? This fascinating and important prob- 
lem of the coexistence and interdigitation of 
these two diseases in various age-sex-race-socio- 
economic groups certainly merits further in- 
vestigation in various parts of the country. 


Urban and Rural Americans 


Several other intriguing sets of data 
emerged from the analyses of cardiovascular- 
renal disease mortality in Chicago and Illinois. 
Urban-rural comparisons revealed high arte- 
riosclerotic heart disease death rates for the 
city of Chicago, for other Illinois municipali- 
ties, and for rural Illinois. However, a con- 
siderable differential was noted, namely, rela- 
tively high rates for Chicago and lower rates 
for other municipalities and rural areas (fig- 
ure 9).** 1. These observations are in ac- 
cord with mortality data from other states.°* 
They are also in agreement with the findings 
of a recent prospective living population study 
in North Dakota, indicating lower incidence 
rates of coronary heart disease in farmers com- 
pared with nonfarmers.®* Here and elsewhere 
(see below), close correspondence obtains in 
the epidemiologic findings from mortality and 
living population studies—a point worthy of 
emphasis in view of the skeptical attitude as- 
sumed by some workers toward mortality data. 

The question arises of the possible bearing 
of these urban-rural findings for problems of 
etiology. Available data indicate that die- 
tary patterns are not very different in urban 
and rural areas of the northern United 
States.*'*"°°*"8 Tn both areas the habitual 
diet apparently tends to be high in total calo- 
ries, empty calories, total fats, saturated fats, 
refined carbohydrates and cholesterol. If this 
is the case, it again becomes essential to de- 
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lineate the interplay between diet and other 
factors—sedentary living habits, smoking, fa- 
tigue, psychologic stress, strain, tension, frus- 
tration, etc.— in the etiology of atherosclerotic 
disease. 

In calling attention to this consideration, 
however, it is also essential to observe that 
both rural and urban rates are high, particu- 
larly when the distribution curve includes the 
countries of Europe, Asia, Africa and Latin 
America. This fact suggests that the high 
calorie-lipid-cholesterol diet of most Ameri- 
cans, urban and rural, does in fact result in 
extensive atherosclerotic disease, irrespective 
of other factors possibly operating to produce 
moderate differential effects in urban versus 
rural areas. 


Northern Urban Americans of 
Different Socioeconomic 
Stratification 


The epidemiologic analyses of Chicago mor- 
tality data also revealed that coronary heart 
disease death rates were high for middle-aged 
men (both Negro and white) of all occupa- 
tion-income groups (figures 10 and 11).'°°*®° 
The toll from atherosclerotic disease was at 
least as great in lower-income strata as in more 
well-to-do strata, in blue-collar as in white- 
collar workers, in nonsedentary as in seden- 
tary workers, in people with presumably less 
responsibility on the job as in persons with 
presumably more responsibility. Vital statis- 
tics data from other cities are essentially simi- 
lar.”: 4-75 In addition, studies of life insur- 
ance company mortality experience reveal 
similar results.*:*'°:® Contrary to widely held 
opinion, lay and professional, coronary dis- 
ease in the United States is not chiefly an 
affliction of the more educated, higher-income, 
more sedentary professional - executive -mana- 
gerial-proprietary strata. Rather, it occurs with 
epidemic frequency among all strata of the 
urban middle-aged male population. 

These findings of mortality analyses have 
received substantial confirmation in several re- 
cent prospective studies on large living popu- 
lation groups.”''*:7**! Data from a recently 
completed study by our group are presented 
in summary form in figures 12 to 14.°°:*' This 
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investigation dealt with 756 men (737 white, 
19 nonwhite) aged 50 to 59 employed by a 
Chicago utility corporation—virtually the en- 
tire labor force (96 per cent) of the company 
in this sex-age group. Of this base population, 
601 (79 per cent) had been in the company’s 
employ for 20 years or longer, 312 (41 per 
cent) for 30 years or longer. 

This population was stratified by several 
socioeconomic variables—place of residence, 
education, income, veteran versus nonveteran, 
indoor versus outdoor work, sedentary versus 
nonsedentary work, white-collar versus blue- 
collar work, salaried versus wage work, spe- 
cific major occupation categories. These sub- 
groups all exhibited high prevalence rates for 
obesity and hypertension, with no significant 
differences being noted among them. Prelimi- 
nary data indicate that they also had uniform- 
ly high prevalence rates for hypercholesteremia 
(see below). They also manifested high inci- 
dence rates for coronary heart disease (figures 
12 to 14). With the exception of the differ- 
ence between native-born and foreign-born 
workers (see below), no significant differences 
were observed among these subgroups in inci- 
dence of coronary heart disease. Other long- 
term prospective epidemiologic studies of 
northern urban middle-aged white American 
men are recording similar findings on socio- 
economic subgroups.” 

These observations, particularly the high 
rates of obesity, hypertension, hypercholester- 
emia and coronary disease among all these 
socioeconomic subgroups, suggest that these 
subgroups may possess in common certain 
factors of key significance for the etiology of 
coronary disease. These presumed common 
factors are apparently more decisive, in rela- 
tion to disease causation, than the differences 
among these subgroups, differences related 
largely to varying modes of earning a living. 

In any attempt to seek out these common 
factors, the investigative inquiry must inevita- 
bly be directed toward five possible areas: im- 
proper diet; physical inactivity (inadequate 
energy expenditure, large muscle activity, 
physical fitness, etc.); stress (tension, pace 
and complexity of modern life, frustration, 
fatigue, etc.); smoking; familial hereditary 
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FicuRES 12, 13 and 14. Sociologic variables and incidence 
of coronary heart disease, utility company study, men 
aged 50 to 59, January 1, 1954 to December 31, 1957 
(Stamler, Lindberg, Berkson, Shaffer, Miller and Poin- 
dexter”). The number above each bar is the four year 
incidence rate of coronary heart disease, including myo- 
cardial infarction, sudden death, acute coronary insuffi- 
ciency, angina pectoris, and chronic heart disease (e.g., 
congestive heart-failure) apparently due to coronary 
heart disease. All incidence rates represent the number 
of cases per thousand population of new disease develop- 
ing over the four year period from January 1, 1954 to 
December 31, 1957. The base population (denominator) 
for this incidence calculation, given at the bottom of the 
figures, represents the number of persons in the group 
originally free of coronary heart disease on or about 
January 1, 1954. The actual number of persons develop- 
ing new disease (the numerator of the rate calculation) 
is given inside the bar, at the bottom. 


factors. The question arises: Are these fac- 
tors—of possible etiologic significance in the 
genesis of atherosclerotic coronary heart dis- 
ease—operative to a similar degree among 
subgroups of the northern urban white Ameri- 
can middle-aged male population, subgroups 
of the kind already discussed? 

Before considering this question it is ap- 
propriate to relate the afore-mentioned find- 
ings on disease incidence in these subgroups to 
international data. As already noted, in coun- 
tries like Egypt, Guatemala, India, Italy, 
Japan, Spain and Great Britain, different 
socioeconomic strata of the population exhibit 
definite differences in coronary heart disease 
incidence. The more educated, higher-income, 
more sedentary executives-officials-administra- 
tors-professionals-proprietors tend to have 
higher rates. In contrast, no such differences 
are apparent among the different socioeco- 
nomic strata in the United States (at least in- 
sofar as this concerns strata among northern 
urban middle-aged white men). 

What do these seemingly contradictory and 
paradoxical findings mean in relation to the 
possible role of the afore-mentioned factors in 
the etiology of atherosclerotic coronary heart 
disease? Let us consider first the possible role 
of diet, and assess whether these observations 
are inconsistent with the nutritional-metabolic 
theory of a key relationship between diet and 
atherosclerotic disease. 

Nutritional patterns among the various 
socioeconomic strata are quite different in the 
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FIGURE 16. Inadequacies in United States diets, 
1948 (Coons). Percentages represent the num- 
ber of persons ingesting diets below National 
Research Council allowances for specific nutri- 
ents, 1948. For 1955 data, see Clark et al.” 


United States compared with the afore-men- 
tioned countries. Correspondingly, important 
differences exist in the dietary patterns of low- 
er-income Americans and the poorer classes of 
all these countries (with the possible partial 
exception of Great Britain). Thus, in contrast 
to the populations en masse of most of these 
other countries, the economically less privi- 
leged in the United States have been consum- 
ing large amounts of meat, milk, eggs, fats 
and oils, white flour products, refined sugar 
and salt (figure 15) This seems 
to be generally true with limited possible ex- 
ceptions (e.g., rural southern Negroes), at 
least since the end of the depression in about 
1940. In contrast to the patterns prevailing in 
most of the other countries, the intakes of 
total calories and empty calories, saturated 
fats (animal and vegetable) and cholesterol 
among most lower-income Americans are not 
very different from those of their upper-income 
compatriots. Among the many facts along 
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these lines emerging from the latest 1955 com- 
prehensive household surveys of the United 
States Department of Agriculture, the follow- 
ing may be cited briefly. For urban families 
in the income ranges of $2000 to $2,999 and 
$6000 to $7,999, only 18 per cent and 14 per 
cent respectively had food available for con- 
sumption totaling less than 3000 calories per 
person per day. Only 8 per cent and 3 per 
cent respectively had less than 36 per cent of 
total calories from fats; 72 per cent and 80 
per cent respectively had more than 40 per 
cent of calories from fats (predominantly satu- 
rated fats) .'° 

Moreover, while lower-income Americans 
consume diets virtually as “rich” in the fore- 
going constituents as those of their upper- 
income fellow citizens, a larger percentage of 
them tend to ingest suboptimal amounts of 
certain essential nutrients (vitamins, miner- 
als, proteins, essential amino acids) (figure 
16,)** Rather than eating “ 
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ricuURE 17. Distribution of serum cholesterol levels in 
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men), utility company study, 1958 (Stamler, Lindberg, 
Berkson, Shaffer, Miller and Poindexter”). 


well,” as has been alleged, they tend to con- 
sume diets that are markedly unbalanced, 
unique combinations of overnutrition and un- 
dernutrition (literally, malnutrition 

Such a unique dietary aberration may be 
especially pernicious in its potential for pro- 
voking the so-called degenerative cardiovas- 
cular-renal diseases, particularly atheroscle- 
rotic coronary heart disease. The widespread 
prevalence of this nutritional derangement 
among lower-income Americans may be a key 
factor making for extensive coronary heart 
disease morbidity and mortality among them. 

The validity of this imbalance hypothesis 
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needs to be tested in future investigations. Ir- 
respective of the outcome of such studies, 
however, the evidence is substantial that most 
social strata in our country, regardless of socio- 
economic rank, ingest a habitual diet that is 
potentially atherogenic. Therefore the finding 
that coronary heart disease is prevalent among 
most sections of the American middle-aged 
population does not contradict but rather lends 
additional strong support to the theory of a 
decisive interrelationship between life-span 
pattern of diet and atherogenesis. 


Serum Cholesterol Levels in 
the United States 


This concept is further reinforced by abun- 
dant data indicating that serum cholesterol 
levels tend to be high, compared with values 
observed in the peoples of many other coun- 
tries, in virtually all strata of the middle- 
aged United States population (figures 17 and 
18) These international epidemi- 
ologic findings are of great importance for an- 
other reason. They cast serious doubt on the 
validity of the standards commonly accepted 
in the United States for normal serum choles- 
terol concentration. They pose the questions: 
Is the life-span pattern of diet inducing a 
chronic low grade hypercholesteremia in mil- 
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lions of Americans and thereby creating the 
metabolic preconditions for widespread ather- 
ogenesis? What is an optimal serum choles- 
terol level for maximal freedom from athero- 
sclerotic disease over a maximal life span? 

In this connection it is essential to appreci- 
ate that two approaches are identifiable to 
standards of normalcy for a biologic variable 
like serum cholesterol. The first, and hitherto 
predominant, approach in dealing with serum 
cholesterol concentration involves measure- 
ment of the variable in a sample of persons 
who at that moment are clinically well. The 
values obtained are then accepted as the mean 
and range of normal. The second—and, it 
would seem, more valid—approach to estab- 
lishment of norms involves consideration of 
the long-term medical significance of a given 
value. In arriving at estimates for normal 
serum cholesterol, this approach requires pos- 
ing of the question: What values (mean and 
range) are associated with maximal freedom 
from atherosclerotic disease during a maxi- 
mal life span? The recent research data, epi- 
demiologic, clinical-pathologic and animal- 
experimental, would seem to indicate the need 
for redefining the standards of normalcy for 
serum cholesterol, based on the latter approach. 

Based on the extensive international epi- 
demiologic data indicating a threefold correla- 
tion among habitual dietary patterns, serum 
cholesterol levels, and occurrence rates of cor- 
onary heart disease, the data demonstrating 
high mean values for serum cholesterol and 
high prevalence rates for hypercholesteremia 
in different socioeconomic strata of the United 
States population are certainly the expected 
ones. It was to be anticipated that most groups 
of middle-aged American men, since they in- 
gest life-span diets high in total calories, total 
fats, saturated fats and cholesterol, would ex- 
hibit high mean values for serum cholesterol 
concentration, high prevalence rates for hyper- 
cholesteremia, and high incidence rates for 
coronary heart disease. 

It is essential that research in this field 
clearly confront the theoretical problem posed 
by these data. What is responsible for the dis- 
tribution of serum cholesterol levels in the 
middle-aged American male population, and 
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particularly the high mean values, compared 
with those of other peoples? Extensive data 
support the concept that this phenomenon is 
critically a by-product of habitual, life-span 
dietary patterns. Virtually no evidence to the 
contrary, convincing or otherwise, has been 
presented. Nor have any significant data been 
advanced to support other hypotheses account- 
ing for these patterns of cholesteremia and 
the associated patterns of coronary disease 
incidence. 


Native-born and Foreign-born 
Americans 


Available data on coronary heart disease 
incidence and mortality rates in native-born 
and foreign-born Americans are also consist- 
ent with the foregoing concepts. Death rates 
for foreign-born Chicago men tend to be high 
—considerably higher than those for the given 
nationalities in their countries of origin, but 
slightly lower than those for native-born 
Americans (table 1; cf. figure 4).’°*' Among 
the several nationality groups making up the 


TABLE 1 


Deatu Rates, 1951, NATIVE-BORN AND ForREIGN-BORN 
Cuicacoans Acep 45 To 54* 


CAUSE OF DEATH AND [POPULATION] DEATH RATE 
CODE NUMBER GROUP Sten 
All causes (001-999) F-bt 1065 | 622 
All¥ 1151 636 
Cardiovascular-renal F-b 566 | 256 
diseases (330-334, 400-468, All 650 | 268 
590-594) 
Heart diseases (410-443) F-b 482 185 
All 555 | 186 
Vascular lesions of central F-b 59 61 
nervous system (330-334) All 59 63 
Arteriosclerotic heart F-b 317 91 
disease (420) All 379 83 
Arteriosclerotic plus F-b 387 126 
degenerative heart disease All 445 1ll 
(420 plus 422) 
Hypertensive disease F-b 43 29 
(440-447) All 53 36 


*Stamler, Kjelsberg, Hall and Scotch.” 


+F-b: Foreign-born. All: The entire Chicago white popu- 
lation, native-born and foreign-born. 
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FicuRE 19. Nationality of foreign-born Chicagoans and death rates, white men aged 45 to 54, 1951 (Stamler, Kjels- 


berg, Hall and Scotch"). 


foreign-born, Scandinavian-American, Ger- 
man-American and Italian-American men tend 
to have lower mortality rates for coronary 
heart disease compared with all Chicago white 
American men (figure 

As already indicated, the living population 
study in a Chicago utility company recently 
completed by our group permitted an analysis 
of coronary heart disease incidence in native- 
born and foreign-born employees. Prevalence 
rates of obesity and hypertension in these two 
groups were essentially similar (figures 20 and 
21).*' The marked difference in coronary 
heart disease incidence rates between native- 
born and foreign-born, and particularly the 
foreign-born Irish (the only sizable specific 
nationality group of foreign-born in this com- 
pany), was statistically significant. This dif- 
ference between native-born and foreign-born 
held for the limited group of cases of myo- 
cardial infarction and sudden death within the 
coronary heart disease incidence group as a 
whole. The incidence rates for myocardial in- 
farction plus sudden death in native-born and 
foreign-born were 38 per thousand per four 
years and 16 per thousand per four years 
respectively. 

While these differences between native-born 
and foreign-born Americans were significant 
and noteworthy, it is essential to make the 
further observation that the rates in the for- 
eign-born were by no means low, in an abso- 
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All Veteran Non- Old New Suburb Native- Irish Other All 
veteran city city born foreign. foreign. 

born born 

756 160 596 220 756 149 489 146 121 267 


FIGURE 20. Prevalence of obesity (relative weight 113 
and greater) in native-born and foreign-born, 756 men 
(737 white, 19 nonwhite) aged 50 to 59, on January 1, 
1954, utility company study (Stamler, Lindberg, Berk- 
son, Shaffer, Miller and Poindexter™). (Cf. legend for 
figures 12, 13 and 14.) 


FIGURE 2]. Prevalence of hypertension in native-born 
and foreign-born, 756 men aged 50 to 59, on January 1, 
1954, utility company study (Stamler, Lindberg, Berk- 
son, Shaffer, Miller and Poindexter®). “Hypertension” 
includes borderline (90 to 94) and definite (95 or more) 
hypertensive diastolic blood pressure. (F-b designates 
foreign-born. ) 


373 
349 34) 350 
289 
All Veteran Non- Old New Suburb Native- F-b Other All 
veteran city city born Irish F-b 
756 160 596 220 387 149 489 146 121 267 
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lute sense. The foreign-born rate of 34 per 
thousand per four years represents a risk of 
about one in six of developing clinical coro- 
nary disease during the 20 years of middle 
age from 45 to 64. This is a substantial risk, 
particularly compared with that for men of 
the same age in many other countries. 

Since the prevalence rates of obesity and 
hypertension were similar in the native-born 
and the foreign-born, the lower coronary heart 
disease incidence rates in the foreign-born ap- 
parently cannot be accounted for on the basis 
of these variables. However, the prevalence of 
the combination, hypertension plus obesity, 
was somewhat lower in the foreign-born than 
in the native-born (83 per thousand and 138 
per thousand respectively ). Available prelimi- 
nary data on mean serum cholesterol levels, 
obtained during 1958, were as follows: native- 
born 241 mg. per cent, foreign-born Irish 222 
mg. per cent, all foreign-born 234 mg. per 
cent. Further analysis is pending. 

The bulk of the foreign-born, 145 of 267, 
were skilled workers or foremen. It was there- 
fore possible to compare coronary heart dis- 
ease incidence rates in native-born skilled 
workers and foremen (130 men) with those 
in foreign-born skilled workers and foremen. 
The coronary heart disease incidence rates 
were 93 per thousand per four years in the 
former, and 30 per thousand per four years 
in the latter. Hence the difference in coronary 
heart disease incidence rates between native- 
born and foreign-born does not appear related 
to their respective occupational backgrounds. 
It does not appear possible to implicate physi- 
cal activity of work as a decisive etiologic fac- 
tor accounting for this sizable differential. 
Studies on dietary patterns of the two groups 
remain to be accomplished. 

The differences in incidence and mortality 
rates for coronary heart disease—between 
native-born and foreign-born Americans on 
the one hand and between foreign-born Ameri- 
cans and nationals of corresponding countries 
of origin on the other hand—would appear to 
merit further follow-up. It is essential first to 
accumulate further data to validate these ob- 
servations. In this regard it is to be noted 
that a recent report from the Framingham 
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study indicated no significant differences in 
coronary heart disease incidence rates between 
native-born and foreign-born.*® The bulk of 
the foreign-born in Framingham were of Ital- 
ian origin. 

With respect to this whole problem of the 
effects of migration on disease, it would be 
invaluable to have data not only on the for- 
eign-born but also on first-generation and sec- 
ond-generation native-born Americans of 
known foreign descent. One recent investiga- 
tion presents illuminating data along these 
lines.*® This study involved 189 healthy Bos- 
ton men, aged 20 to 50, whose parents had 
been born near Naples, Italy, and who them- 
selves had lived all their adult life in the 
United States. They were found to have die- 
tary fat intakes, mean serum total cholesterol 
levels, and apparent risks of developing coro- 
nary heart disease similar to those of other 
Americans and significantly higher than those 
of native Neapolitans. 

Assuming for the present that additional 
data will verify the trends suggested by the 
foregoing findings, it would appear valid to 
suggest, as a hypothesis for further testing, 
that the foreign-born groups bear the stamp of 
their tenure both in their countries of birth 
and in the United States—principally the lat- 
ter. This appears to be true, for example, for 
their nutritional patterns, which seem to be 
an amalgam of old-country and American die- 
tetics, resulting frequently in diets of a com- 
position quite similar to diets of native-born 
Americans. While other factors of possible 
significance also need investigation, it would 
appear reasonable to suggest that the find- 
ings on the foreign-born are consistent with 
the concept that diet plays a key—although 
not exclusive—role in the causation of athero- 
sclerotic disease. 


Diet—a Key, But Not Exclusive, 
Etiologic Factor 


In making these observations it is essential 
to re-emphasize that this concept attributes a 
key, but not exclusive, role to diet. It in no 
way implies that atherosclerosis is purely and 
simply a dietary disease. Such a viewpoint is 
definitely at variance with well-established 


POSTGRADUATE MEDICINE 


| 
. 


facts and therefore quite untenable. Thus the 
fact that many persons, eating a typical Ameri- 
can diet for decades, reach old age without 
clinical evidence of atherosclerotic disease— 
this fact alone refutes any attempt to imply a 
one-to-one, cause-and-effect relationship be- 
tween diet and disease. Further, the marked 
sex differential, the high incidence of coro- 
nary disease in middle-aged American men in 
contrast to women, almost certainly contra- 
venes any pure and simple dietary concept. 
Similarly the greater incidence of atheroscle- 
rotic disease in persons with hypothyroidism, 
diabetes, nephrosis, xanthomatosis and hyper- 
tension contradicts any exclusive dietary con- 
cept. Actually, no serious scientist is making 
any such futile attempt to “fit” all the phe- 
nomena of atherosclerotic disease into the 
Procrustean bed of a pure and simple dietary 
“explanation.” 

As several studies indicate, a remarkable 
similarity prevails with respect to dietary pat- 
terns among large sections of the American 
population.® ** Yet within any sizable groups 
exhibiting fairly similar nutritional habits, 
marked differences are to be observed in levels 
of serum cholesterol and—correlating there- 
with—in rates of coronary heart disease. 

Obviously, as extensive clinical and experi- 
mental data also demonstrate, the nature of 
the organism plays an important role in deter- 
mining the effects of life-span ingestion of a 
potentially atherogenic diet. Hence, different 
persons ingesting similar habitual diets exhibit 
different levels of cholesteremia and different 
patterns of atherogenesis. The validity of this 
interrelationship for individuals in no way 
negates the important role of diet for popula- 
tions and for certain susceptible persons. 

In individuals, many factors may interact 
significantly with diet—genetics and heredity, 
metabolism and endocrinology, clotting and 
fibrinolytic mechanisms, previous medical his- 
tory, psychologic make-up and physical con- 
dition (fatigue, stress, tension, frustration, 
etc.), environmental factors. Considerable evi- 
dence is now available indicating that smok- 
ing significantly increases the risk of coronary 
heart disease in middle-aged men consuming 
usual American Antecedent al- 
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lergic or infectious disease, for example, pos- 
sibly by damaging vessels and setting up sites 
of predilection for atherogenesis, may be of 
great importance in some cases. Hypertension, 
hypothyroidism, renal dysfunction, diabetes 
and xanthomatosis certainly tend to potenti- 
ate atherogenesis. The evidence is considerable 
that estrogenic secretion in women has an op- 
posite effect. 


Psychologic Influences 


In recent years, great interest has been 
aroused concerning the possible influences of 
psychologic stress and physical activity on the 
development of atherosclerotic disease, par- 
ticularly coronary heart disease. Until recent- 
ly, virtually no reliable evidence was avail- 
able concerning the first of these, which is 
understandable in view of the complex and 
difficult problems of objective mensuration. 
Within the last year or two, reports were pre- 
sented on the effects of various types of stress 
on cholesteremia in subjects ingesting usual 
American diets. Some findings indicated that 
periods of marked tension were associated 
with sizable rises in serum cholesterol lev- 
els.** *° Limited data were also presented to 
support the thesis that “high-pressure,” “high- 
tension,” “time-stressed” persons have a high- 
er incidence of coronary heart disease.*’** 
However, data that may be construed as con- 
tradicting this thesis have also been report- 
ed.** Further information may be anticipated 
in the years immediately ahead. 


Effects of Physical Inactivity 


Epidemiologic data have been reported 
from Great Britain concerning the influence 
of physical activity.” Comparisons of sub- 
groups within relatively homogeneous socio- 
economic strata of the British population in- 
dicated that the incidence of coronary heart 
disease tended to be lower in the subgroups 
habitually engaged in greater physical activity 
of work. Data along these lines were obtained 
in comparisons of sedentary bus drivers versus 
conductors, sedentary telephone operators ver- 
sus active postmen, and so forth. However, the 
differences were not marked; occurrence rates 
of coronary disease were substantial in physi- 
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cally active men of various social classes. Fur- 
ther, studies in the United States fail to re- 
veal any correlation between habitual physi- 
cal activity of work and occurrence rates of 
coronary heart disease (cf. figures 12 to 
14)? 10. 59. 65, 76, 78,80 Moreover, all strata of 
the population in Great Britain, as in the 
United States and Norway, irrespective of 
socioeconomic status and habitual physical ac- 
tivity of work, apparently manifest high coro- 
nary heart disease incidence rates. 

Correspondingly, most recent observations 
indicate that epidemiologic patterns of choles- 
teremia and atherosclerotic disease were more 
decisively influenced by diet than by level of 
physical activity at work. In South African 
Bantu with a habitual diet low in total fats, 
saturated fats and cholesterol the level of 
cholesteremia and the incidence of coronary 
disease were found to be low in both sedentary 
and active workers.** Similar observations 
were also reported from Japan and Italy.” 
Contrariwise, in Norway and Finland, with 
habitual diets high in total calories, total fats, 
saturated fats and cholesterol, the level of 
cholesteremia and the incidence of coronary 
disease were observed to be high in both 
sedentary and active workers.** ** °° Similar- 
ly, as already noted, recent studies in the 
United States consistently revealed high levels 
of cholesteremia and a high prevalence and 
incidence of coronary disease in virtually all 
sectors of the middle-aged male labor force, 
irrespective of nationality, socioeconomic sta- 
tus, income, occupation, physical activity of 
work, and urban or rural residence. 


Inter play of Diet and Other 
Etiologic Factors 


These data impressively support the con- 
cept that diet is a decisive variable determin- 
ing the pattern of atherosclerotic disease in a 
population. Nonetheless, research on the inter- 
relationships among nutrition, physical activ- 
ity, atherosclerosis and atherosclerotic disease, 
particularly in countries where large segments 
of the population ingest diets high in calories, 
fat and cholesterol and lead a relatively seden- 
tary life, remains limited. Recent reports in- 
dicate that physical activity may prevent an 
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increase in serum cholesterol, under circum- 
stances when increased fat is ingested to meet 
greater caloric need. It has also been suggested 
that continued physical activity through mid- 
dle age may be a factor in the prevention of 
atherosclerotic disease, perhaps by influencing 
the “richness” of coronary collateral vascula- 
ture or by other possible mechanisms.” '° Fur- 
ther work is therefore certainly indicated on 
the effects of energy expenditure and large 
muscle activity in persons and groups ingest- 
ing potentially atherogenic diets. 

With respect to the individual, therefore, 
the relationship between diet and other fac- 
tors may be formulated as follows, based on 
our present knowledge. In the individual mem- 
ber of a population group habitually ingesting 
a potentially atherogenic diet, the develop- 
ment of morphologic atherosclerosis and 
atherosclerotic disease is influenced by multi- 
ple factors. There is a complex interplay be- 
tween diet and other factors which operate to 
accelerate or retard atherogenesis. Thus it is 
not a matter of one factor to the exclusion of 
others; it is not a matter of either-or. But 
among these multiple factors interacting to 
influence atherogenesis, diet is a decisive fac- 
tor. Thus it would seem valid to designate a 
certain type of habitual diet as virtually a sine 
qua non for atherosclerosis and atherosclerotic 
disease, even as the tubercle bacillus is a sine 
qua non for tuberculosis although patently a 
multiplicity of host and environmental factors 
enter into complex interrelationship with the 
decisive causative factor to influence the de- 
velopmental patterns of the disease. For, with- 
out the habitual ingestion of a potentially 
atherogenic diet, clinical atherosclerotic dis- 
ease would be rare among the middle-aged 
members of any population, irrespective of the 
operation of other potentially offensive factors. 


Susceptibility to Coronary Heart 
Disease—Factors Associated 
With High Risk 


These basic conclusions have been desig- 
nated the nutritional-metabolic cholesterol- 
lipid-lipoprotein theory of atherogenesis.’ 
They have received a significant further veri- 
fication in recently published findings of pro- 
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FIGURE 22, Four year inci- 

dence of coronary heart 

disease, men aged 50 to 59, 

nonobese and obese, nor- 

motensive and hyperten- 

sive, nonobese normoten- 

sive and obese hyperten- 

sive, utility company study 66 
(Stamler, Lindberg, Berk- 60 

son, Shaffer, Miller and 

Poindexter”). (Cf. legend 

for figures 12, 13 and 14.) 43 


All Non- Moderately Markedly 
obese 


obese obese 
667 303 226 


FIGURE 23. Four year incidence 
of coronary heart disease per 
1000 population, men aged 45 to 
62, normotensive and hyperten- 
sive, nonobese and obese, non- 
hypercholesteremic and hyper- 
cholesteremic, Framingham study 
(Dawber, Moore and Mann”). 
Normal blood pressure, consist- 
ently below 140/90; elevated 
blood pressure, consistently 160 
systolic or over, or 100 diastolic 
or over. Normal weight, relative 
weight under 100; elevated 
weight, relative weight 113 or 
over. Normal cholesterol, under 
225 mg. per cent; high choles- 
terol, 260 mg. per cent or above. 


spective epidemiologic studies. In general the 
results of all these investigations point in the 
same direction. When sizable groups of mid- 
dle-aged American men, originally free of 
clinical coronary heart disease, are followed 
prospectively, the risk of developing this dis- 
ease is definitely proportional to levels of 
body weight, blood pressure and cholesteremia 
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(figures 22 and Thus, from 
the Framingham report, in the population-at- 
risk normal with respect to all three of these 
variables (originally free of clinical coronary 
heart disease) the four year incidence rate was 
only 10 per thousand. This is one-sixth the 
rate of American middle-aged men in general 
(58 per thousand per four years). In con- 
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trast, in the population-at-risk with two or 
three of these variables abnormally elevated, 
the four year incidence rate was 143 per thou- 
sand, a more than tenfold increase in risk com- 
pared with the Framingham normals. 

These data re-emphasize the important role 
of hypertensive disease as a factor in the de- 
velopment of clinical coronary disease during 
middle age, particularly in populations with 
the prerequisite cholesterol-lipid-lipoprotein 
metabolic derangements. Once again, there- 
fore, the conclusion must be reached that a 
multiplicity of factors (exogenous and endoge- 
nous) operate to produce coronary disease and 
that the critically important nutritional factor 
has no simple one-to-one interrelationship with 
atherosclerosis and atherosclerotic disease. At 
the same time it is also essential to recognize 
that the incidence of coronary disease was by 
no means insignificant in the nonhypertensive 
middle-aged American men followed in these 
prospective studies. The etiology of coronary 
disease in normotensive persons therefore re- 
mains a key problem. 

Similarly, with respect to obesity, while the 
overweight groups in the Framingham and 
Chicago studies had coronary disease rates ap- 
proximately twice those of the normal-weight 
groups, the rates in the latter were high. In 
this regard, available data on obesity and cho- 
lesteremia are worthy of attention. In at least 
two studies a positive correlation has been 
demonstrated between serum cholesterol levels 
and body weight, but this is a low-order cor- 
relation.** Put somewhat differently, the mid- 
dle-aged American population ingesting its 
habitual diet tends generally to be at least 
slightly obese and to have high values for se- 
rum cholesterol, with or without concomitant 
gross obesity. 

When this high fat, high cholesterol diet is 
ingested in excess, with resultant gross obesity, 
serum cholesterol levels tend to be slightly but 
definitely higher. Given this nutritional-meta- 
bolic situation, it is to be expected that inci- 
dence of coronary disease would be substan- 
tial in middle-aged American men who are 
not grossly overweight, and that it would be 
even greater, but not several-fold greater, in 
the obese. Life insurance data indicate that 
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healthy thin persons have a significantly low- 
er risk of coronary disease.’ No systematic se- 
rum lipid data are available on such persons. 
In brief, the nonhypertensive, nonoverweight 
middle-aged American men, better off though 
they may be, nonetheless still have a signifi- 
cant incidence of elevated serum cholesterol 
levels and coronary disease. The relationship 
of life-span diet to these phenomena cannot 
be gainsaid, 


Practical Applications 


These data are not only of great theoretical 
and research significance. They also have pro- 
found implications which apply to the practice 
of medicine. 

They pose critical questions concerning the 
approach of medicine to the prophylaxis of 
coronary disease. In particular, they pose the 
question: What can and should the medical 
profession do for the many middle-aged men 
who, while not yet victimized by clinical coro- 
nary heart disease, run an inordinately high 
risk of developing it? These are the individ- 
uals with two or more derangements—obesity. 
hypercholesteremia, hypertension, renal dam- 
age, diabetes, hypothyroidism, heavy smoking, 
a poor family history. 

Before proceeding to discuss this problem 
it is advisable to clarify a possible misconcep- 
tion. It has been stated that predictions con- 
cerning the development of clinical coronary 
heart disease in individuals cannot be made 
based on determinations of their serum choles- 
terol, weight, blood pressure, etc. This must be 
clearly and precisely understood. 

It is perfectly correct that no one can de- 
finitively predict whether a given person will 
or will not develop clinical coronary heart dis- 
ease in the next year or two. However, long- 
term prognostic predictions of the actuarial 
type, predictions of risk, can be made. Inevita- 
bly a small percentage of these actuarial pre- 
dictions of risk will be false positives or false 
negatives. However, these “errors” are of mi- 
nor importance, reckoned against the achieve- 
ment, i.e., the ability to identify high-risk in- 
dividuals with the consequent possibility of 
successful prophylactic intervention. 

Based on recent investigations, it is becom- 
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ing quite possible to estimate the scope of this 
problem of high-risk individuals in specific 
quantitative terms. It can be roughly estimated 
that a low-risk middle-aged man, normal in 
weight, blood pressure and serum cholesterol, 
has one chance in 20 of developing clinical 
coronary heart disease during the age period 
from 45 to 64. In contrast, a middle-aged man 
with two or three abnormalities (obesity, hy- 
percholesteremia, hypertension) stands almost 
one chance in two. These are markedly differ- 
ent risks. 

About 10 to 15 per cent of middle-aged 
American men fall into this high-risk cate- 
gory.""'*® When it is further recognized that 
20 to 30 per cent of first attacks of myocardial 
infarction are fatal, the serious nature of the 
high-risk situation is even more starkly appar- 
ent. Is it not extremely valuable for both 
patients and physicians to be able to identify 
these high-risk individuals, in order to attempt 
to do something for them prophylactically? 

From the foregoing the critical question 
emerges with utmost clarity: In high-risk sub- 
jects, can risk be prophylactically reduced 
several-fold by correcting defects? This is per- 
haps the most compelling practical problem 
posed as a result of the research achievements 
of the last 10 years. 

It is known that these defects are amenable 
to correction, in whole or in part, by relatively 
simple medical-hygienic means, the decisive 
one among them being dietotherapy. It is not 
yet known definitively whether coronary heart 
disease risk can be significantly lowered there- 
by, although the findings of the life insurance 
companies on the positive results of correcting 
obesity are highly suggestive in this regard.” 
Five or 10 years of work still lie ahead before 
an unequivocal answer will be reached. 

Until such definitive data are collected, dis- 
agreements among scientists are bound to per- 
sist concerning the precise role of diet in the 
causation of atherosclerotic disease. This situ- 
ation is virtually unavoidable for the present. 
Such a phase has occurred with practically 
every significant new advance in medicine. 
The important problem is to avoid disorienta- 
tion amidst the discussion. On the one hand, 
the disagreements are a product of indubitable 
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important advances in knowledge concerning 
atherosclerotic disease—advances significant 
enough to suggest practical conclusions for 
medical prophylaxis and therapy. On the other 
hand, the work is as yet unfinished. Definitive 
evidence from experimental and applied epi- 
demiology is not yet available. The incidence 
and mortality rates from coronary disease have 
not yet been decisively reduced by deliberate 
controlled scientific intervention. This deci- 
sive effort is being launched, but its results 
are several years in the offing. In the interim, 
irrespective of significant further research ad- 
vances, final judgment concerning theories on 
the etiology of atherosclerotic coronary heart 
disease have to be kept in abeyance. 

For this interim period, there is widespread 
agreement among investigators on the indi- 
vidualized prescription of reasonable, moder- 
ate, safe, palatable dietary correction in high- 
risk patients, particularly those with obesity, 
hypercholesteremia, hypertension, renal dam- 
age, diabetes, hypothyroidism, poor family 
history, etc. 5,9, 51, 58 

It is, of course, obvious that, particularly 
during this transition phase of our knowledge, 
recommendations for prophylaxis should be 
virtually without danger of any type—bio- 
logic, sociologic or psychologic. For this rea- 
son and because the accumulated evidence 
strongly suggests that the best results are like- 
ly to be achieved with dietary prophylaxis 
(coupled with a good general hygienic regi- 
men, including regular physical exercise), our 
general recommendations are focused on this 
approach.*'* 

Finally, it is worth emphasizing that this 
review on the epidemiology of atherosclerotic 
coronary heart disease has concluded with a 
discussion of the status of applied epidemiolo- 
gy in this field. For that is precisely what the 
foregoing discussion of prophylaxis is, a dis- 
cussion of the implications of recent investi- 
gative findings for the day-to-day practice of 
modern medicine. This is as it should be, par- 
ticularly since the last decade has witnessed 
highly significant research advances—epi- 
demiologic, clinical-pathologic and animal- 
experimental—toward a practical solution, 
based on scientific knowledge. 
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Foorsatt is a rough 
sport. Injuries are 
bound to occur in a 
game in which two 200 
lb. men come in con- 
tact at a speed ap- 
proaching 40 mph. 
This roughness is quite 
apparent from the side- 
lines, certainly more so 
than it is from a seat 
high in the stadium. 
The appearance of roughness also increases as 
the age of the observer increases. 

From 1947 through 1957, slightly more 
than 2000 injuries were observed among mem- 
bers of the football squad at Ohio State Uni- 
versity. A series of 2000 injuries seems im- 
pressively large until we find that only one out 
of three was severe enough to cause the player 
to miss practice, and only one out of 80 re- 
quired surgical correction (figure 1). The 
surgical correction consisted primarily of su- 


RICHARD PATTON 


*Clinical Assistant Professor of Surgery, Ohio State University Col- 
lege of Medicine, Columbus, Ohio. 


Presented betore the forty-third annual Assembly of the Interstate 
Postgraduate Medical Association at Cleveland. 


702 


Football Injuries in a 
“Big 10” University 


RICHARD PATTON* 
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A series of 2000 football injuries were ob- 
served during a 10 year period at one uni- 
versity. Only 1 of 80 injuries required sur- 
gical correction; 1300 were minor. Knee 
injuries were the most common and caused 
the greatest disability. Injuries of the head 
and cervical spine are potentially serious. 
Serious accidents rarely occur with proper 
equipment, training and medical care. 


turing of lacerations, care of simple fractures, 
and splinting and casting of injured ligaments. 
Only a few major surgical procedures were 
required. 

To determine the serious problems arising 
from football injuries, we examined this series 
of 2000 injuries from the standpoint of dis- 
ability (table 1). No player had measurable 
permanent disability from an injury. Certain- 
ly a joint that might become slightly stiff or 
painful after excessive activity will follow any 
trauma and often can be the result of a foot- 
ball injury, but the permanent disability re- 
ferred to here is one severe enough to pre- 
clude working at an ordinary occupation or 
participating in the usual milder sports. This 
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FIGURE 1. 


type of measurable permanent disability was 
not seen in this series. 

It is also interesting that the time the mem- 
bers of the squad lost from school because of 
injuries was approximately equal to the time 
lost because of other illnesses. Similarly, the 
number of days spent in the hospital because 
of injury was approximately equal to, but 
somewhat less than, the number of days spent 
in the hospital because of illness. 

Some of these men do have disability in 
that they are considered unfit to play football. 
In the 10 year period, 20 men were considered 
unfit to participate in football because of in- 
juries, and 10 men were considered unfit for 
football because of medical reasons unrelated 
to injury. Of the 20 men ruled out of football 
because of injury, eight had repeated minor 
head trauma and six had knee injury. Abnor- 
malities were not found on examination of the 
eight players with repeated minor head trau- 


TABLE 1 


Disasitity From Injurtes, 1947 to 1957 


. No measurable permanent disability 
. Time loss from school = time out for illness 
. Hospital days from injury = hospital days from illness 
. Ruled out of football 
Two per year from injury* 


One per year for medical reasons 


FIGURE 2. 


ma; it was simply observed that they were 


*Repeated minor head trauma in eight of the 20; knee 
injury in six of the 20. 
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DISABLING FOOTBALL INJURIES 
1947-1957 


1 OUT OF 10 
1OUT OF 7 


OUT OF 4 


ACCOUNTS FOR v2 OF 
TOTAL DISABILITY AND a 
OF SURGIGAL TREATMENT. 


| OUT OF 7+ 


more sensitive than normal to the usual head 
trauma in football. After this usual head trau- 
ma they had a momentary period of uncon- 
sciousness or headache, and therefore they 
were advised not to continue the sport. The 
six players ruled out because of knee injury 
all had been operated on with a good surgical 
result, but the risk of subsequent injury to the 
knee was considered too great for safety. In 
other words the decision in all these cases was 
made on a preventive basis and not because 
of actual measurable disability for ordinary 
activity. 

Knee injuries are by far the most common 
football injuries (figure 2). One out of four 
of the injuries severe enough to cause the play- 
er to miss practice was an injury to the knee. 
Injuries to the knee accounted for half of the 
total amount of disability and half of the major 
surgical procedures. One out of seven disabling 


TABLE 2 


Sertous PropLems INJURIES: 
PRACTICAL SUGGESTIONS 


Head injuries 


1. Recurrent minor injuries with additional concussion 
occur frequently with inadequate rest. 


2. Adequate rest after injury is essential. 
Cervical spine injuries 

1. Avoid flexion to avoid injury. 

2. Splint before moving. 
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football injuries involved the ankle, one out 
of seven the shoulder, and one out of 10 the 
head (figure 2). 


Serious Problems in Football 

Injuries 

The potentially serious injuries in football 
are a major concern to any physician inter- 
ested in athletic injuries. In football, head in- 
juries and cervical spine injuries are two po- 
tentially serious problems (table 2). 

Minor head injuries are fairly common in 
football. Early return to play after a head 
injury often is followed by a repeated head 
injury. Generally speaking, the problem of 
head injuries on the athletic field is entirely 
different from that of head injuries in a hos- 
pital emergency room. In athletics we usually 
are dealing only with minimal head injuries. 
Any head-injured player with prolonged un- 
consciousness or prolonged sequela or with 
any physical sign is hospitalized immediately 
for the usual observation and treatment. This 
type of head injury is rare in this 10 year ex- 
perience. Only a few players have been hos- 
pitalized because of head injury, and only one 
had x-ray evidence of fracture. 

Prevention is obviously the best approach 
to the problem of serious head injury in ath- 
letics. Certainly the serious head injury is 
rare if proper equipment is used, if athletes 
are trained properly, and, most important, if 
the minimal signs of head injury are recog- 
nized and further trauma is avoided until 
recovery is complete. In other words, adequate 
rest is essential after injury when there are 
minimal findings after trauma to the head 
(momentary unconsciousness, headache, ver- 
tigo, amnesia). Observation is essential until 
the symptoms have completely disappeared, 
and then there must be a period of rest before 
the player resumes contact sports. 

The other potentially serious problem in 
football injuries is injury to the cervical spine. 
This occurs with the neck in flexion. It is ex- 
tremely important that athletes be trained and 
conditioned to avoid flexion of the neck or 
ducking of the head while blocking, tackling 
or running. In addition to avoiding injury of 
the cervical spine, fixing the head in extension 
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before contact avoids injury of the head. When 
the head is in a position of flexion, the neck 
cannot hold it firmly and minor blows can 
cause sudden marked displacement of the head. 
This type of injury frequently is followed by 
the typical findings of brain concussion. Wit! 
the head fixed by the neck in a position 0} 
extension, it is much more able to resist dis- 
placement following a sudden blow. 

When cervical spine injuries occur, the cord 
itself frequently is damaged during movement 


_ of the injured person. Cervical spine splints 


should be applied before the player with a 
neck injury is moved: they can be applied 
even over shoulder pads. Such a player ob- 
viously should be moved by stretcher. 


Bruises, Hematomas and 


Pulled Muscles 


As mentioned earlier, only one-third of the 
2000 football injuries observed during the 10 
year period caused any disability at all, even 
disability associated with missing part of one 
period of football practice. Obviously, then, 
1300 of the injuries were minor. Many of 
these minor injuries and also a great number 
of the injuries causing disability were due to 
local trauma and could be classed as hema- 
toma, bruise or muscle strain. The three con- 
ditions are similar in that the major problem 
is local collection of blood in the tissues. 

Conservative management of these injuries 
consists of immediate application of cold and 
pressure for at least the first 24 hours, fol- 
lowed by heat, massage and activity until ten- 
derness has lessened and the blood is ab- 
sorbed. Aspiration or surgical drainage of a 
large hematoma is occasionally, but rarely, 
indicated. 

For the past six years, in addition to the 
conservative treatment just outlined, we have 
been giving local injections of hyaluronidase 
in these areas. The hyaluronidase usually is 
dissolved in 10 to 20 cc. of 0.5 per cent pro- 
caine for injection, and is given early, as soon 
as possible after injury. It is felt that the local 
injection of hyaluronidase has been a definite 
help in hastening the absorption of blood and 
fluid in injured tissues. It has been of tremen- 
dous help in preventing the prolonged local 
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spasm which occurred frequently in the past 
in association with a pulled muscle. The mus- 
cle pull of the quadriceps or hamstring mus- 
cles is a minor problem when hyaluronidase 
is injected. Before its use it was not unusual 
for players to have sore stiff muscles with fre- 
quent reinjuries and difficulty in running for 
two to five weeks. 


Ankle Sprain 


We have been unable to improve on the con- 
servative methods of treatment for sprained 
ankle. We have tried various materials for 
local injection and local application, and at 
present feel that continued activity with the 
ankle supported by a pressure wrap or taping, 
and the use of heat, massage and other forms 
of physiotherapy begun not sooner than 24 
hours after injury give the best result in an 
ordinary sprained ankle. In other words, the 
football player who sprains his ankle in the 
middle of a football game and who gets his 
ankle taped and returns to the game is much 
less likely to have chronic soreness and swell- 
ing than the player who sprains his ankle, 
leaves the game and sits on the bench while 
the ankle becomes stiff, swollen and sore. 


Shoulder Injuries 


The most common shoulder injury is acro- 
mioclavicular separation. In fact, after sprain 
of the medial collateral ligament of the knee 
it is the second most common specific football 
injury (figure 3). The mild form of acromio- 
clavicular separation is accompanied by local 


FIGURE 3. 
ACROMIO-CLAVICULAR SEPARATION 
2 


REST PHYSIOTHERAPY 
LOCAL HYDROCORTISONE 


SURGICAL 
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pain and tenderness at the outer end of the 
clavicle, with normal function of the shoulder 
but pain on raising the arm high above the 
head. There is no weakness demonstrable on 
physical examination or x-ray, and the clavicle 
stays in its position and will not move upward 
or downward on pressure. The main problem 
is persistent tenderness. Swelling about the 
acromioclavicular joint usually occurs for two 
to three days and then begins to subside. Rest, 
local heat and massage, and active exercise of 
the arm will, in four to five days, alleviate all 
the symptoms except tenderness on pressure 
directly over the joint. At this time the injec- 
tion of hydrocortisone into the joint and into 
the ligaments above the joint will improve the 
local tenderness and soreness within 24 to 48 
hours. Further trauma at the joint can be 
avoided by protection with a special fiberglass 
shoulder pad, and the player can resume play- 
ing football without risk. 

In the second degree of acromioclavicular 
sprain or separation there is some actual sepa- 
ration of the clavicle from the acromion (fig- 
ure 3). Tenderness and restricted motion be- 
cause of pain are common, and the physical 
examination reveals increased mobility of the 
outer end of the clavicle. This can be demon- 
strated by x-ray if films are made of both 
shoulders while the injured person is holding 
8 to 10 lb. of weight in each hand. The actual 
mobility is small, measuring about %4 in. The 
outer end of the clavicle still is held in place 
by intact coracoclavicular ligaments. Since re- 
injury may damage the joint further, a period 
of two to three weeks without contact usually 
is necessary in this injury. Treatment is similar 
to that of the first degree of acromioclavicular 
separation except that swelling and pain per- 
sist longer, often for 10 days, and hydrocorti- 
sone cannot be injected locally quite as soon 
following the injury. 

The third degree of acromioclavicular sepa- 
ration is a surgical lesion (figure 3). Not only 
the acromioclavicular ligaments but also the 
coracoclavicular ligaments are torn, and the 
outer end of the clavicle is displaced entirely 
away from the acromioclavicular joint. 

The second most common shoulder lesion 
seen in athletics is a shoulder dislocation. Re- 
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duction of a dislocated shoulder in a heavily 
muscled athlete is not simple unless muscular 
relaxation is obtained through the use of an- 
esthesia. After struggling with the usual meth- 
ods of reduction and in many cases having 
to resort to general anesthesia, it became ap- 
parent that muscular relaxation was the key 
and that any movement of the shoulder or arm 
in attempting reduction without anesthesia 
caused an immediate increase in muscle spasm. 
In the past few years we have used simple 
traction without anesthesia to reduce dislo- 
cated shoulders, with 100 per cent success so 
far. The player is placed on his side on two 
examining tables so that a weight can be at- 
tached to the injured arm, which is allowed 
to hang down between the tables (figure 4). 
A mild analgesic is administered, and after a 
very few minutes the muscles of the arm are 
relaxed and the patient is entirely comfortable. 
Reduction usually occurs spontaneously with- 
in 10 to 12 minutes, but occasionally it is 
aided by gentle, slow rotation of the arm after 
10 minutes or so. This method of reduction is 
effective, gentle and safe. 


Knee Injuries 


In the 10 year period covered by this study, 
knee injuries not only were the most common 
injuries but also caused more disability than 
any other type of injury and accounted for half 
of the major surgical procedures. Injuries to 
the knee, in order of frequency, are (1) direct 
contusion, (2) nonspecific minor sprain, (3) 


FIGURE 4, 


SHOULDER DISLOCATION 
(10 POUND WEIGHT) 
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KNEE INJURY 


| ELASTIC PRESSURE SUPPORT 
2REPEATED ASPIRATION 

SEARLY ACTIVE MOTION (QUADRICEPS) 
4 NORMAL FUNCTION BEFORE CONTACT 


FIGURE 5. 


medial collateral ligament sprain, (4) medial 
cartilage tear, (5) lateral collateral ligament 
sprain, and (6) anterior cruciate ligament 
tear. Many times in serious injuries to the 
knee various combinations of these lesions are 
encountered. 

Accurate diagnosis of a knee injury often 
is impossible at the first examination. Sprains 
and tears of the major ligaments usually can 
be diagnosed at once, and complete ligamen- 
tous tears often mean that surgical correction 
is necessary. However, the vast majority of 
knee injuries are treated conservatively. The 
method used is as follows. (1) Elastic pres- 
sure support is provided with alternating 
wraps of elastic bandage and sheet wadding. 
(2) Removal of blood from the knee joint is 
important in obtaining early normal function, 
and this is done by repeated aspiration. Sin- 
gle aspiration of blood in the knee is unsuc- 
cessful, and the fluid rapidly reaccumulates. 
If the fluid is removed as it accumulates, with- 
in a few days it will be more serous and less 
bloody, and at this point reaccumulation of 
blood usually will cease. Aspiration then 
should be continued until the majority of the 
blood is removed. (3) Early active motion of 
the quadriceps muscle is the most important 
single method of physiotherapy in restoring 
the knee joint to early normal activity. Forced 
extension against resistance using a combina- 
tion of weights and pulleys is started as soon 
as motion is possible and is continued daily 
until normal walking and running can be start- 
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ed. The player with an injured knee must not 
he sent back to contact too soon. He must have 
a knee that functions normally and one in 
which muscle power has returned to normal. 
or reinjury will surely occur (figure 5). 

There are two indications for immediate 
operation on an injured knee. One is a com- 
plete tear of the medial collateral ligament. 
In this injury there usually is a soft swelling 
on the inner surface of the knee due to accu- 
mulation of joint fluid in the subcutaneous 
tissue. This occurs because the synovial mem- 
brane is torn along with the medial collateral 
ligament in a complete tear. The weakness of 
the medial collateral ligament can be demon- 
strated easily by extending the knee, fixing 
the femur, and springing the ankle and lower 
leg outward. If only conservative therapy is 
used in this lesion, weakness of the ligament 
frequently persists, but surgical suture of the 
torn ligament usually is followed by complete 
recovery. 


The other indication for immediate opera- 
tion on an injured knee is locking of the knee. 
This means some displacement of structure 
within the knee between the articulating sur- 
faces of the femur and tibia. This occurs most 
commonly after tear of the medial semilunar 
cartilage. If the locked knee is not repaired 
surgically, damage to the articular cartilage 
from direct pressure is a frequent result. 

The most common indications for late sur- 
gical treatment in knee injuries are intermit- 
tent locking of the joint, instability of the 
joint, and persistence of a weak ligament. 


Conclusions 


1. Football in an organized intercollegiate 
program is not a dangerous sport. 

2. With proper equipment, training and 
medical supervision, serious accidents from 
football will be rare. 

3. Injuries to the knee joint are the most 
common football injuries. 


119. ACCIDENTS TO CHILDREN IN GREAT BRITAIN 


Accidents of all kinds were second as a cause of death among children | 
not injured or deformed at birth in England and Wales in 1956 (Registrar- 
General, 1957). Road accidents were by far the most important group, and 
accounted for one-third of the total deaths. In spite of the recent decline in | 
death rates from road accidents in all age groups except the young adult | 


male and the elderly female (Martin, 1957), these accidents to children are 


now six times as frequent as tuberculosis or pertussis as a cause of death 
( Registrar-General, 1957). They may well be as important as these diseases 


and poliomyelitis together as a cause of crippling and deformity. 


FE. Maurice Backett and A. M. Johnston, Social patterns of road accidents to 
children, British Medical Journal, February 14, 1959, pp. 409-413 
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Prevention of Rabies in Man 


KARL HABEL* 


National Institutes of Health, Bethesda 


ALtuovcn only 5 to 
10 deaths from rabies 
are reported annually 
in the United States, 
this viral disease is still 
a public health prob- 
lem. Each year 6000 or 
more rabid animals are 
reported and at least 
50,000 patients receive 
rabies vaccine. Yet the 
average practicing phy- 
sician has had relatively little experience in 
dealing with the specific problems that arise 
in determining the proper course of action 
at the time of a possible exposure to rabies. 
For years the dog has been and, because of 
his unique relationship to man, will probably 
continue to be man’s chief source of exposure 
to rabies. Recently, however, it has been re- 
peatedly and dramatically demonstrated that 
proper methods of control combined with area- 
wide vaccination of dogs can effectively elimi- 
nate canine rabies from an area.’ There is also 
increasing evidence that the dog population 
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*Chief, Laboratory of Biology of Viruses, National Institute of Allergy 
and Infectious Diseases, National Institutes of Health, Bethesda, 
Maryland. 
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When an animal bites a human being, the 
animal should be identified, apprehended, 
and its clinical condition appraised imme- 
diately and for 10 days after the bite. 
Immediate treatment of the bite wound 
includes free bleeding without trauma, 
thorough mechanical cleansing, and local 
infiltration of rabies antiserum. Specific 
prophylaxis is determined by the site and 
severity of the bite by a rabid animal. 


can be kept free of this disease if the control 
measures are continued and if vaccination is 
repeated, 

The gradual decrease in the number of 
rabid dogs has been accompanied by a grow- 
ing awareness of a considerable” reservoir of 
rabies in other species in this country. In a 
number of states rabid foxes and skunks con- 
tinue to be a source of infection for dogs, farm 
animals and man. In 1953, for the first time. 
rabies was demonstrated in bats in Florida," 
and limited investigation by a few labora- 
tories already has accumulated evidence of an 
important reservoir of rabies in bats in this 
country. The bats involved are the common 
insect-eating species, and so far they have 
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been found to attack humans only rarely. Since 
effective control of rabies in these wild species 
can only be done by reducing the species popu- 
lation, the difficulties involved are obvious. 

Although the specific prophylaxis of rabies 
has been a standard medical procedure since 
the days of Pasteur, recent research has led to 
refinements and innovations. It is the purpose 
of this report to summarize present-day indi- 
cations for and methods of rabies prophylaxis 
in man. 

When a human being is bitten by any ani- 
mal, two things should be done immediately: 
(1) The biting animal should be identified 
and apprehended, and (2) the bite wound 
should be treated. If these procedures have 
not been carried out by the patient or his fam- 
ily, they should be done by the physician 
when consulted. 

The Biting Animal 

No scientific decision concerning the indi- 
cated specific prophylactic treatment can be 
made unless the biting animal can be identi- 
fied and observed and its state of health evalu- 
ated. If possible, a veterinarian should ap- 
praise the animal’s clinical condition at the 
time of the bite and during the 10 days fol- 
lowing the bite. Clinical diagnosis of rabies 
or suspected rabies is sufficient indication to 
start treatment. If the animal has symptoms 
and dies or is killed when moribund, the clini- 
cal diagnosis may be confirmed in the labora- 
tory. The absence of Negri bodies in the brain 
smears does not rule out the diagnosis of 
rabies, and the results of microscopic exami- 
nation should subsequently be confirmed by 
inoculation of an animal with emulsified brain 
and salivary gland. Furthermore, although it 
is reassuring to know that the biting animal 
had been vaccinated against rabies, this should 
not influence one’s decision concerning the in- 
dications for prophylaxis. 

If the animal is healthy 10 days after the 
bite, the possibility that rabies could have 
been transmitted is eliminated in all cases ex- 
cept bites by bats. Here the bat should be 
killed immediately for laboratory examina- 
tion and treatment started. 

If the biting animal cannot be apprehended 
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or identified, the clinician has practically no 
information on which to base a decision. In 
carrying out his responsibilities to the pa- 
tient, he can only assume that the animal may 
have been rabid and act accordingly. This is 
especially true in areas in which rabies is 
known to exist among the dogs or wildlife. In 
areas which have been free of rabies for some 
time and whose geographical location, e.g., 
island countries, makes reintroduction of the 
disease unlikely, the physician or health au- 
thorities may feel justified in not recommend- 
ing treatment. 


Local Treatment of Bite Wound 


Local therapy should be carried out rou- 
tinely whether the question of rabies arises or 
not. Since the virus may live in the bite wound 
for as long as 48 hours, treatment should be 
given whenever the patient is seen. However, 
the sooner therapy is started, the more suc- 
cessful it will be in ridding the wound of virus. 

Free bleeding should be encouraged with- 
out trauma and should be followed by a thor- 
ough mechanical cleansing using adequate 
amounts of water and soap or detergents. Vig- 
orous application of soapy water to all deep 
corners of the wound with a small catheter 
attached to a 20 ml. syringe is recommended. 

Fuming nitric acid should be used on a 
probe only in deep puncture wounds. If possi- 
ble, bite wounds should not be sutured. Al- 
though other materials such as 1 per cent 
aqueous ZEPHIRAN® chloride have been shown 
experimentally to be effective when applied 
on cotton swabs, the best results are obtained 
with rabies antiserum infiltrated under and 
around the wound. In bites by known rabid 
animals, local application of up to 5 cc. anti- 
serum, depending on the location of the wound. 
is recommended. 


Nature of the Exposure 


Frequently it must be decided whether a 
lick rather than a bite by a rabid animal con- 
stitutes an exposure. If the lick is on intact 
skin, it is not considered an exposure; if it is 
over freshly abraded skin or mucous mem- 
branes, it does constitute an exposure. Old 
cuts or abrasions which are crusted over, that 
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is, dry, should be regarded as intact skin. 

The site and severity of the bite by a 
rabid animal determine the type of specific 
prophylaxis to be used. Deep penetrating bites. 
bites inflicting severe trauma, and multiple 
bites should be considered severe exposures no 
matter where they are located, as should any 
bite on the head or neck. Since a short in- 
cubation period is anticipated in severe types 
of exposure, treatment should be started imme- 
diately without regard to the status of the bit- 
ing animal at the time of the bite. A single dose 
of antiserum should be given at once; if anti- 
serum is not available, administration of vac- 
cine should be started. If the biting animal 
remains normal, no further treatment is nec- 
essary. If vaccine therapy has been started 
and the animal is normal five days after ex- 
posure, further administration of vaccine is 
not indicated, providing the animal remains 
well during the 10 day observation period. 

In cases of severe exposure to a known 
rabid animal, rabies antiserum, now commer- 
cially available in this country, should be 
given immediately in a single dose of 0.5 ce. 
per kilogram of body weight, administered in- 
tramuscularly. This should be followed by 
daily doses of vaccine for a period of 21 days. 

When the exposure has been mild and the 
biting animal is normal, no specific prophy- 
laxis is started as long as rabies does not de- 
velop in the animal within the 10 day observa- 
tion period. When the animal is definitely 
rabid, administration of daily doses of vac- 
cine for a period of 14 days is indicated. Al- 
though administration of rabies antiserum 
along with the vaccine is usually not recom- 
mended in mild exposures, there is no contra- 
indication to its use. Any type of exposure, 
even mild, when occurring in a young child 
or when due to the unprovoked bite of a wild 
animal is treated in the same way as a severe 
exposure. 

Because one is already at a disadvantage 
when beginning immunization after exposure 
to an infection, it is obvious that the sooner 
vaccine is given, the better. The use of an 
initial dose of antiserum can justifiably cover 
a delay in giving vaccine, as passive immunity 
in the form of antibodies provides early pro- 
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tection and tends to slow up the progression 
of the infection. Experiments on animals have 
demonstrated that the antiserum alone, al- 
though not completely effective in preventing 
rabies, greatly prolongs the incubation peri- 
od.’ Where the indications for specific pro- 
phylaxis are definite, it should be instituted. 
no matter how much time has elapsed since 
the exposure. 


Rabies Vaccine 


Rabies vaccine is the crudest of all biologic 
products administered parenterally in man. It 
consists of a whole, unpurified, heavy suspen- 
sion of the tissues of laboratory animals that 
have been infected with rabies virus; in most 
vaccines, this virus is killed by chemical or 
physical means. It is a vaccine rather than a 
serum, since it contains the rabies virus itself, 
which acts as an antigen to produce an active 
immunity. Its use is based on the same prin- 
ciples of active immunization involved in vac- 
cines against pertussis, poliomyelitis, typhoid 
fever and influenza, with one striking differ- 
ence: It is expected to produce an active im- 
munity to an infection after the infecting agent 
has been introduced into the human body. The 
rationale behind this unusual time relation- 
ship is based on the disease’s long incubation 
period and on the assumption that intensive 
active immunization will produce an immunity 
rapidly enough to catch up with the develop- 
ing infection. Thus the infection would be 
overcome before the virus has invaded and 
destroyed vital centers of the nervous system. 

In general, vaccines containing brain tissue. 
with the virus inactivated by either phenol or 
ultraviolet irradiation, continue to be most 
widely used in this country. Current research 
with these vaccines is aimed at possible modi- 
fication of prophylactic dosage schedules. The 
standard schedule of daily doses for a period 
of 14 to 21 days is often a traumatic experi- 
ence, is administratively difficult to carry out, 
and, in a very small number of persons, re- 
sults in complications affecting the central 
nervous system. In experimental animals it 
has been shown that on the basis of antibody 
response and immunity to virus challenge a 
dosage schedule of daily inoculations for the 
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first two or three days followed by a single 
dose between the tenth and twelfth days gives 
as good immunity as administration of daily 
doses for a period of 12 days.” Some of the 
results obtained in experimental animals are 
now being tested in man. 

A killed-virus vaccine which does not utilize 
brain tissue has been developed by Eli Lilly 
and Company and is now commercially avail- 
able for human use. Consisting of virus that is 
grown in duck embryos, inactivated by beta 
propriolactone, and marketed as a dried prod- 
uct.” it is comparable to brain tissue killed- 
virus vaccines in its antigenicity and is prac- 
tically devoid of the factor which is probably 
responsible for postvaccination paralysis. 


Vaccine-induced Complications 


As mentioned previously, rabies vaccine is 
the crudest biologic material injected into man 
and is not without danger in itself, unrelated 
to exposure to rabies. As it is prepared from 
the tissue of a foreign species, i.e., rabbit, and 
repeated doses are used, practically all patients 
treated develop some sensitivity to the mate- 
rial during the course of immunization. Usu- 
ally about the time of the seventh daily dose. 
large, painful indurated swellings appear, not 
only at the site of the most recent inoculation, 
but frequently at all previous sites. This is not 
a serious complication and is not an indication 
to discontinue the vaccine. 

Another reaction based on sensitivity to 
species protein is an immediate general hyper- 
sensitivity reaction following the first dose. 
This happens most frequently in persons who 
have previously been immunized with rabies 
vaccine. As this hypersensitivity is based on 
sensitivity to rabbit protein, it usually can be 
overcome by changing to a vaccine intended 
for canine use which is prepared from either 
sheep or horse brain. If there is any question 
as to possible prior sensitivity to rabbit pro- 
tein or if there is a history of severe general 
allergy, a skin test with diluted vaccine should 
be performed before starting the course of 
immunization. 

The most severe complication is based on 
the development of organ-specific sensitivity. 
Postvaccinal paralysis or iso-allergic encepha- 
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litis appears to be due to the development of 
hypersensitivity to the brain tissue in the vac- 
cine and leads to a demyelinating type of de- 
struction of the patient’s own central nervous 
system. Although there is some indication 
that this complication occurs more frequently 
in persons who have previously received one 
or more courses of vaccine or who have a 
prior history of allergy, the actual incidence is 
quite low, averaging about 1 in 3000 persons 
receiving the vaccine. The degree of involve- 
ment of the central nervous system varies from 
mild transient weakness to a fatal ascending 
paralysis of the Landry type. The mortality 
from these reactions may vary from 10 to 25 
per cent, but there are generally few residual 
sequelae in patients who survive. 

The best way to avoid this dangerous com- 
plication is to use the vaccine discriminately. 
Rabies vaccine should be administered only 
when there is a definite indication for it. The 
mere presence of a proved rabid dog in a 
household, for example, is not an indication 
to give vaccine to all members of the family, 
as has been done by some overanxious practi- 
tioners. Furthermore, if during the course of 
immunization—usually after the seventh dose 
—there develops in the patient such constitu- 
tional signs or symptoms as headache, nausea, 
vomiting, tingling sensations, general lym- 
phadenopathy or manifestations of general 
allergy, the course of vaccine should be dis- 
continued unless there has been a severe ex- 
posure to a proved rabid animal. In that case, 
cautious use of small doses, perhaps at inter- 
vals of several days, may be indicated while 
observing the patient for signs of involvement 
of the central nervous system. Although there 
is no evidence from a controlled series of 
cases, on the basis of experimental use of 
ACTH to prevent allergic encephalitis in guin- 
ea pigs. it has been suggested that ACTH or 
cortisone and perhaps antihistaminics might 
be useful both at this stage and when paralysis 
develops. 


Rabies Antiserum 


Antiserum is used for passive immuniza- 
tion. An animal, such as a horse, is given mul- 
tiple doses of vaccine until it responds by pro- 


711 


ducing large amounts of antirabic antibodies 
in the blood. The horse is then bled, and the 
serum containing the preformed antibodies is 
given to the exposed patient. The patient thus 
receives the immediate benefit of the horse’s 
antibodies to tide him over until he can re- 
spond with his own antibodies produced as a 
result of the course of vaccine. Theoretically, 
rabies is the ideal disease for passive immu- 
nization with antiserum, for in what other in- 
fectious disease do we know the exact agent 
responsible for exposure and the exact time 
and site at which the etiologic agent has been 
introduced? 

The combined use of antiserum and a 
course of vaccine has been shown both ex- 
perimentally* and in a “field trial” in Iran‘ 
to be more effective than a course of vaccine 
alone. Consequently, present-day recommenda- 
tions for prophylaxis following severe types of 
exposure are for both antiserum and vaccine. 
However, recent experiments in animals and 
man have indicated that the quantitative and 
time relationships between the doses of anti- 
serum and vaccine are important in deter- 
mining their effectiveness. If too much passive 
antibody from the antiserum is present during 
vaccine administration, it interferes with the 
active immunity response to the vaccine.* It is 
now recommended that the total amount of 
antiserum to be used be given in one dose on 
the first day and that daily doses of vaccine 
be given for a period of not less than 14 days, 
starting on the first day. 

Since the antiserum is a horse serum, the 
skin or ophthalmic test for sensitivity must be 
negative before the antiserum is used. It can 
be expected that serum sickness will subse- 
quently develop in 10 to 20 per cent of the 
patients receiving the serum. 


Special Problems 


The special problem of people such as veter- 
inarians and dog handlers in whom repeated 
courses of immunization may be required has 
stimulated research on the duration of immu- 
nity following vaccine prophylaxis. Much to 
the surprise of most workers in the field, it has 
been found that some individuals have demon- 
strable antibodies as long as 25 years after 
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receiving a course of killed-virus vaccine. Fur- 
thermore, practically all persons who have re- 
ceived vaccine on prior occasions, no matter 
how long before, have a rapid antibody re- 
sponse to a single booster dose of vaccine.” 

As a result of these findings, persons subject 
to high degrees of exposure to animal bites 
are now being advised to receive a primary 
course of immunization prior to exposure, fol- 
lowed by one booster dose one month later 
with an actual check of antibody response. On 
subsequent exposure, a single booster dose 
for a mild exposure and two doses five days 
apart for a severe exposure are recommended. 
The question of the use of antiserum at the 
time of these booster doses has not been clari- 
fied, but current research by the World Health 
Organization’s Committee on Rabies includes 
tests in man that have been designed to evalu- 
ate this point. 
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POSTGRADLATE MEDICINE 


A study of 65 patients revealed that the backache syndrome most often appeared 
in situations evolving from difficulties in personal and social adjustment. In addi- 
tion to emotional factors, a variety of illnesses and injuries also may precipitate 
backache, or psychiatric and orthopedic disease may combine to produce the 
clinical picture. The authors suggest that management should include psycho- 
therapy, physical therapy and measures to reduce pain, induce muscular relaxa- 
tion. and improve blood flow. 


Psychophysiologic Aspects 


of Backache 


THEODORE L. DORPAT AND THOMAS H. HOLMES* 


University of Washington School of Medicine, Seattle 


I an attempt to arrive at a more comprehen- 
sive understanding of the relationship be- 
tween feeling states, life situations and back- 
ache, studies were undertaken to elucidate the 
participation of skeletal muscle activity in be- 
havior leading to back pain. Other experi- 
ments were designed to demonstrate the rela- 
tion of skeletal muscle contraction and skeletal 
muscle blood flow to muscle pain. In recent 
years the literature has contained articles im- 
plicating emotional disturbances as etiologic 
factors in backache,'* and there have been 
reports of studies of the psychophysiologic 
mechanisms of pain.*° 

Patterns of pain and muscular activity were 
studied in 65 subjects ranging in age from 14 
to 56 years who were observed from one to 
six times weekly for periods of one week to 
two years. The onset of back pain in some of 
the patients followed bending, turning, lift- 
ing and straining. The degree of disability 
varied. Pain was experienced “deep” to the 
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THEODORE L. DORPAT THOMAS H. HOLMES 
skin, was poorly localized, and characteris- 
tically was dull and aching in quality. In 
most patients the pain was limited to the low- 
er lumbar area, but in some it extended as 
far as the neck or the extremities. Objectively 
the muscles were often tense and firm to pal- 
pation. The pain and spasm sometimes limited 
activities such as lifting and bending. Fre- 
quently there was pain on straight leg-raising. 
Muscular tenderness was a common feature 
at some time during the course of the dis- 
order and was sometimes localized in trigger 
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areas. Pressure over these areas could engen- 
der pain or accentuate referral of pain. 

Routine laboratory and radiologic studies 
in this group of patients were largely noncon- 
tributory. One patient had a bony defect in 
the neural arch of the fifth lumbar vertebra, 
and another had spondylolisthesis of the same 
vertebra. Six patients had “minimal” osteo- 
arthritic lipping of the vertebral bodies, which 
was judged not to have contributed to their 
symptoms. Only one patient had a herniated 
nucleus pulposus. 

The method used in this study was reported 
previously.’ In brief, action potentials from 
the back muscles were recorded on an eight 
channel ink-writing oscillograph by means of 
subcutaneously placed bipolar needle elec- 
trodes applied bilaterally to the skeletal mus- 
cles of the torso and the extremities. Pain in- 
tensity was estimated by the subjects on the 
basis of an arbitrary scale of 0 to 10 plus, the 
highest point representing the maximal pain 
in the patient’s experience. Amount of muscu- 
lar activity was computed by analysis of elec- 
tromyographic records. 

Psychiatric interviews were held to eluci- 
date emotional reactions to stressful life situa- 
tions and the family and social history, and 
notes were made of interviews during the 
course of the experiment. High lights of two 
of the cases studied follow. 

A 32 year old white Roman Catholic house- 
wife and part-time registered nurse complained 
of low back pain of five years’ duration. She 
was a tense, anxious woman whose main de- 
fense against anxiety was “keeping busy.” 
She was the tenth of 13 children of a domi- 
neering and querulous mother and a passive, 
ineffectual, alcoholic father. She called her- 
self a tomboy because as a child she had par- 
ticipated in boys’ sports and had frequent 
fights with both boys and girls. Her unhappy 
childhood was marked by temper tantrums. 
enuresis and nightmares until the age of 10. 
She was excessively dependent on her mother 
and took over much of the responsibility in 
the home to win her mother’s approval. She 
alternated between passive submission through 
working hard and angry rebellion against her 
unappreciative mother. She married a non- 
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Catholic man who, like her mother, was both 
demanding and unsympathetic. By working 
part time and keeping their home meticulously 
neat, she attempted to gain the satisfaction 
that was lacking in her marital relationship. 
Unable to express her hostility and resent- 
ment, she suppressed them or ruminated over 
the injustices she suffered. After the birth of 
her second child she became increasingly dis- 
turbed, with complaints of fatigue and loss of 
energy. Her appetite was poor and her fitful 
sleeping was frequently interrupted by anxi- 
ety dreams. In this setting of prolonged and 
mounting conflict the patient first became 
aware of persistent backache. 

During an interview, action potentials were 
recorded from the muscles of the lumbar re- 
gion in the posterior parts of the thighs (fig- 
ure 1). While discussing her unhappy child- 
hood, the patient ventilated her feelings of 
guilt and hostility. Her posture on the table 
was remarkable for stiffness and immobility. 
Only six minutes after the interview started, 
she complained of dull, aching pain in the low 
back area and buttocks. When the interviewer 
turned the discussion to more neutral topics 
after 30 minutes, the patient relaxed visibly. 
Pain disappeared as her muscles relaxed and 
electric activity subsided. Resumption of the 
sensitive topic after eight and a half minutes 
brought a reappearance of rigid posture, sus- 
tained muscular tension, and back pain. The 
patient stated that the pain was as severe as 
the worst backache she ever had. Toward the 
end of the interview the interviewer was more 
supportive and the patient became tranquil 
and relaxed, and the muscle tension and pain 
disappeared. 

In the group of patients studied, the back- 
ache syndrome most commonly appeared in 
settings of threatening life situations evolving 
from difficulties in personal and social adjust- 
ments. In such situations these persons often 
are unable to take positive measures to re- 
solve their difficulties for fear that their ac- 
tions may add to their insecurity and frustra- 
tion. Fear of retaliation or punishment for 
their angry feelings often inhibits them from 
action. In this way the impulse to move or to 
be active arising out of their intense feelings is 
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restrained. These contrasting forces are re- 
flected in their posture and use of skeletal 
muscles. Rigidity and stiffness of posture re- 
flect both the impulse to move and the simul- 
taneous resistance of movement.” 

Another subject was a 46 year old man who 
had emigrated with his family to the United 
States from Italy at the age of six years. The 
youngest of three children of a stern father 
who worked as a tailor and a perfectionistic 
and demanding mother, his childhood pattern 
for gaining security was based on being a 
“good boy” to win the approval of his parents 
and other authoritative figures. Fear of pun- 
ishment or rejection led him to avoid fights 
or other open expressions of hostility; yet he 
was an active, even restless child. After gradu- 
ation from high school he worked at a succes- 
sion of menial jobs, always quitting because 
he felt “mistreated” and “taken advantage of” 
by his boss or fellow workers. Following his 
marriage at the age of 22 years, he was able 
slowly to improve his social and economic 
status. For 24 years he worked as an electri- 
cian for a large company. Constantly frustrated 
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in his efforts to get ahead, he attributed his 
dissatisfaction to the malevolence or neglect 
of his employers and bosses. During the pre- 
ceding nine years he had singled out one su- 
perior as being responsible for his difficulties. 
He reacted to what he imagined to be unjust 
treatment with strong feelings of resentment 
and anger. Gradually, relations with others be- 
came notably more strained and marked by 
suspicion and withdrawal. As he became more 
tense and restless, he experienced difficulty in 
making decisions, loss of energy, insomnia, 
and persistent fatigue. 

During a period of particularly sustained 
and bitter recriminations with his superior, he 
fell from a ladder and “injured” his back. Ex- 
amination failed to reveal evidence of a rup- 
tured intervertebral disk or other structural 
abnormality. The examiner noticed sustained 
spasms of the paravertebral muscles. During 
the ensuing two years, as compensation litiga- 
tion was in progress, the patient felt more and 
more rejected by the company to which he 
felt he had sacrificed the best years of his life. 
The occasions when he was especially dissatis- 
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fied and hostile over “excessive” demands by 
his superior were closely related to periods of 
back pain. 

Following intravenous injection of 0.4 gm. 
of sodium AMyYTAL®, the patient was inter- 
viewed while the electromyograph recorded 
action potentials from the lumbar sacrospi- 
nalis, trapezius and hamstring muscles. As he 
gave vent to his anger, resentment and hu- 
miliation toward his superiors and his unsat- 
isfying work situation, he became tense and 
restless. The climax in the interview, a heated 
discussion of his accident, was associated with 
maximal discharge of electric activity. At a 
time when both pain and muscular tension 
were at a maximum, the patient said, “The 
next night (after the accident) the boss came 
to see me in the hospital. I was in a stupor, 
but I recognized him. He said he had called 
my wife and she said I had fainted on the 


ladder. I said, ‘That’s not true ...a lie... 
not the way it happened . . . I slipped and 
fell . . . never sick before in my life.” He was 


trying to cover up the whole thing by saying 
I was a sickly man. He said he couldn’t find 
the object I slipped on . . . he said ‘I don’t 
believe you're so sick’ . . . he had no right to 
tell me such a thing when I was in such a con- 
dition.” As the patient’s expression of feel- 
ings mounted, he complained more and more 
of pain in his back. When the discussion was 
directed to pleasant subjects, the pain and 
muscular tension subsided as the patient be- 
came more tranquil. 

To “take action” is a basic component of 
the behavior of any person. The reflex with- 
drawal of the hand from a source of painful 
stimulation is an example of the. participation 
of skeletal muscles in behavior meant to pro- 
tect the person from noxious threats in the en- 
vironment. There is abundant evidence deal- 
ing with the role of skeletal muscular activity 
in more complex patterns of behavior, such as 
the “fight or flight” response.*® 

Such common terms as “on guard,” “an- 
gry,” “competitive” and “apprehensive” all 
connote familiar patterns of behavior involv- 
ing specific feeling states and muscular activ- 
ity. The “on guard” or tense pattern of be- 
havior found in all the patients in this series 
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implies a constant state of readiness of the 
skeletal musculature to participate in impend- 
ing action. Although it is not possible to de- 
lineate any specific personality type, still it is 
remarkable how many of the patients depend- 
ed on activity patterns involving vigorous mus- 
cular activity for their satisfactions. For in- 
stance, nearly all the women related that they 
had been tomboys, unusually interested in vig- 
orous competitive play and sports. 

If a specific personality configuration can- 
not be delineated, still there is a specific “at- 
titude” to the stressful circumstances precipi- 
tating the backache. “Attitude” includes the 
way one feels about a situation and what one 
wishes to do about it. In this series of patients. 
and in the experience of other investigators,'’ 
there is a remarkable consistency of attitude 
in that all the subjects wanted to perform ac- 
tion involving bodily musculature, such as run- 
ning or fighting, but because of the nature of 
their situation were unable to act. Their drive 
to action was inhibited by others or by their 
own guilt and fears of retaliation or injury. 

The next section summarizes investigations 
on the physiologic mechanisms through which 
the “backache attitude” finally leads to pain. 


Mechanisms of Muscular Pain 


Lewis'' and Perlow, Markle and Katz'* have 
demonstrated the crucial role of ischemia in 
the production of pain in such conditions as 
angina pectoris and intermittent claudication. 
Recent investigations of headache and back- 
ache syndromes have demonstrated that sus- 
tained skeletal muscle tension leads to pain 
in the absence of pathologic involvement of 
either the blood vessels or the muscles.':'* 

Experiments were undertaken with 10 sub- 
jects to evaluate the relation of skeletal mus- 
cular activity and blood flow to the genesis 
of pain. Briefly, the experimental conditions, 
which were described in a previous report,* 
were as follows: The subject lay on a bed 
with his forearm comfortably extended, and 
performed skeletal muscle contractions by 
squeezing a rubber bulb attached by rubber 
tubing to a graduated mercury manometer. 
Muscle temperature was measured by copper- 
constantan thermocouple wires inserted in a 
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23 gauge needle placed to a constant depth of 
20 mm. in the flexor muscles of the forearm. 
In some experiments, circulation to the exer- 
cising forearm was occluded by inflation of 
the sphygmomanometer to pressures exceeding 
200 mm. Hg. 

The experiments were devised to compare 
the characteristics of pain produced in both 
rhythmic and sustained muscular contractions 
with circulation arrested and intact. Typical 
of the findings in a large number of experi- 
ments were the results obtained by compar- 
ing two strong sustained contractions of flexor 
forearm muscles, one performed with circula- 
tion arrested and the other done with circula- 
tion intact. The contraction with circulation 
arrested was held for 150 seconds,, at which 
time amplitude fell involuntarily. Pain com- 
menced 32 seconds after the start of the con- 
traction experiment and persisted until circu- 
lation was restored by releasing the pressure 
in the sphygmomanometer. The amplitude of 
the strong contraction performed with circula- 
tion intact diminished involuntarily after 150 
seconds but could be maintained for another 
10 minutes at a diminished level of contrac- 
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tion strength. Pain latency, or the time from 
the onset of the contraction until the appear- 
ance of pain, was 55 seconds after the contrac- 
tion began, and the pain persisted until the 
exercise ended. 

The pain produced during the sustained 
contractions as well as in strong rhythmic con- 
tractions with short rest pauses was deep, dull 
and difficult to localize and was experienced 
in the area of the active muscles. These ob- 
servations indicate that rhythmic and sus- 
tained contractions of skeletal muscle per- 
formed with intact blood flow are productive 
of pain with qualitative and quantitative char- 
acteristics indistinguishable from pain pro- 
duced in muscles with arrested blood supply. 
To determine if the same basic mechanism of 
ischemia is present in sustained contractions, 
experiments were designed to use muscle tem- 
perature as an index of muscle blood flow dur- 
ing contractions. Immediately following the 
onset of a contraction there was a fall in mus- 
cle temperature, followed by a plateau or slight 
increase in temperature. Muscle temperature 
rose rapidly at the end of contractions and 
remained elevated for several minutes, in much 
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the same way that muscle temperature rises 
after blood flow is restored to a previously oc- 
cluded forearm. Using muscle temperature as 
an index of muscle blood flow, experiments 
were performed with rhythmic exercises in 
which brief periods of contraction lasting 3 
to 10 seconds were followed by rest pauses of 
equal duration. The finding of a progressive 
increase in muscle temperature during rest 
periods and of a relative diminution of flow 
during contractions has been corroborated by 
the similar results of other investigators using 
plethysmographic methods of measuring mus- 
cle blood flow."* 

Figure 2 illustrates the change in muscle 
temperature during a strong sustained con- 
traction of the flexor muscles of the forearm, 
and also the plethysmographic changes ob- 
served by Grant’® in a similar exercise. Pain 
began 45 seconds after onset of the contrac- 
tion and mounted in intensity until the con- 
traction ended. The disappearance of pain is 
related to the influx of arterial blood. Skeletal 
muscle pain and tenderness occur predictably 
during the sustained and prolonged intermit- 
tent muscle contractions. The pain intensity 
and the pain threshold (time interval between 
the start of the contraction and the onset of 
pain) are directly related to the strength of 
the muscle contractions. Compared with weak 
contractions, strong contractions are charac- 
terized by more intense pain, earlier onset of 
pain, and a marked influx of arterial blood to 
the relaxed muscle. 


Backache 
Attitude 


Sustained Muscle 
Contraction 
Muscle 
Ischemia 


FIGURE 3. Schematic representation of the interrelation 
of injury, disease and emotions in the backache syndrome. 
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The peripheral mechanisms involved in the 
pain process relate to the circulatory and meta- 
bolic dynamics of skeletal muscle activity. 
Muscular contraction, by obstructing arterial 
flow, renders the muscle ischemic for the peri- 
od of contraction. The degree of ischemia, as 
determined by a variety of blood flow experi- 
ments, is approximately proportional to the 
contraction strength. The increase in blood 
flow which accompanies muscle activity in 
ordinary kinds of exercise, such as walking, 
takes place during the relaxation periods be- 
tween contractions. In a number of experi- 
ments involving measurement of muscle pain, 
fatigue and blood flow, it was shown that the 
frequency and duration of rest pauses in inter- 
mittent contractions are critical factors; i.e.. 
fatigue and pain onset were earlier and pain 
was more intense when pauses were short and 
infrequent. Thus, depending on the duration 
and frequency of rest pauses as well as the 
strength and duration of contractions, muscles 
may become relatively ischemic over a long 
interval. The prolonged state of anaerobic ac- 
tivity associated with sustained contractions is 
accompanied by shifts of electrolytes across 
the cell membranes and accumulation within 
the muscle of metabolic products which are 
dissipated in the presence of adequate blood 
flow and oxygen. 

Lewis" postulated that the factor respon- 
sible in ischemic muscle pain was a metabolite 
which he designated as factor P. Agents sug- 
gested to be factor P include anoxia, acid 
metabolites (lactic acid), phosphoric acid, 
histamine and potassium.’ Of these, only 
potassium appears to fulfill at least some of 
the conditions necessary for consideration as 
the pain factor. 


Discussion 


In addition to the emotional factors consid- 
ered here, there are, of course, a variety of 
illnesses and injuries which may precipitate 
the backache syndrome. Pain itself, arising 
from structural disease such as a herniated in- 
tervertebral disk, through local reflexes acts 
as a stimulus for muscle tension.*® Figure 3 
depicts the vicious cycle which may ensue 
when the pain caused by sustained muscular 
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tension leads to greater muscular activity and, 
in some persons, more anxiety and conflict. 

As a protective reaction pattern involving 
hyperfunction of skeletal muscles, the attitude 
of readiness and desire to carry on movement 
of the entire body is well tolerated for very 
brief periods. Difficulties ensue when the pa- 
tient is unable to complete the activity and 
instead maintains the sustained contraction 
until pain develops. Finally the vicious cycle 
is facilitated when the engendered somatic and 
psychic reactions become matters of concern 
and themselves further enhance and perpetu- 
ate the conflict. 


Management 


In an attempt to restore comfort and pro- 
ductivity to patients with backache of muscle 
tension origin, one must take a broad perspec- 
tive which considers the patient’s many prob- 
lems as an interrelated whole. One must not 
think of the illness in terms of either psychi- 
atric or orthopedic disease but must consider 
that both factors often are combined and in- 
tertwined to produce the clinical picture."® 
Management of the patient with emotional 
disturbances should include an attempt to deal 
with the personality features that bring about 
the pattern of muscular hyperfunction. The 
patient should be allowed to ventilate his sup- 
pressed hostile and guilty feelings and helped 
to understand something of his emotional re- 
actions and attitudes. Treatment is sometimes 
complicated by law suits and litigation for 
compensation: the wish to become well may 
be outweighed by secondary gains accruing 
from compensation and dependency needs. Ex- 
perience has shown that an early cash settle- 
ment facilitates rehabilitation. 

Essential too in management of backache 
are measures to relieve pain, induce muscular 
relaxation, and improve blood flow. Physio- 
therapeutic technics are helpful. Bed rest, al- 
though affording relief in many acute cases, 
may make some patients worse: confinement 
and immobility may be intolerable and the 
tension and pain may be enhanced rather than 
relieved. Travel and others'’ have described 
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technics to relieve pain arising from trigger 
areas by spraying with ethyl chloride or by 
local infiltration of tender areas with 1 per 
cent procaine. Particularly useful in manage- 
ment of severe symptoms is intravenous sodi- 
um Amytal, 0.25 to 0.5 gm., especially when 
combined with psychotherapy. 
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Although antibiotic therapy has sharply reduced the mortality from pulmonary 


infection, only more extensive use of prophylactic measures will reduce the mor- 
bidity. The author states that evaluating the risk of the development of pulmo- 
nary complications depends on information gained from the history and from 
physical and roentgenographic examination and, in part, on the nature of the 
illness requiring hospitalization. Prevention of complications is more successful 
and less hazardous to the patient than treatment of infection. 


The Anticipation and Prevention 
of Bronchopulmonary 
Complications After Operation 
and During Prolonged Illness 


D. B. RADNER* 


Michael Reese Hospital, Chicago 


Despite the rapidly 
expanding use of anti- 
microbic agents, physi- 
cians still encounter a 
significant morbidity 
from pulmonary com- 
plications in their pa- 
tients postoperatively 
and during prolonged 
illness. While the use of 
antibiotics has sharply 
reduced the mortality 
from pulmonary infection, only by more ex- 
tensive use of prophylactic measures will the 
morbidity be reduced. The decline in mortal- 
ity from the pneumonias, pulmonary tubercu- 
losis and other acute diseases of the lower part 
of the respiratory tract has resulted in many 
more survivors with residual damage to the 
bronchopulmonary pleural structures. The 
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same is true of the ever-increasing number of 
people who have had thoracic operations. Phy- 
sicians are being called on to treat many more 
people more than 60 years of age and many 
more of all ages who have had cardiopulmo- 
nary disease of significant degree. The risk 
of all operations has declined through ad- 
vances in technical skill, anesthesiology, and 
control of shock and infection. Operation is 
being performed on patients of all ages and 
in varying clinical states. Of concern is the 
morbidity resulting from pulmonary compli- 
cations in the postoperative period as well as 
in the course of prolonged medical illness 
which necessitates prolonged bed rest and 
sedation, especially that accompanied by de- 
pression of vital functions. 

In reviewing the medical records of patients 
in whom pulmonary complications have de- 
veloped during prolonged medical illness and 
in the postoperative period, it has become ap- 
parent that there are reasonably accurate 
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methods by which these complications may be 
anticipated and prevented. It is the purpose of 
this paper to outline these methods. 

If the vulnerable patients could be recog- 
nized, the prevention of pulmonary complica- 
tions would be preferable to the treatment. 
Such patients are easily recognized when ex- 
tensive pulmonary tuberculosis, advanced 
bronchiectasis, severe bronchial asthma or ad- 
vanced obstructive emphysema is present. 
Statistically, it has been shown that acute com- 
plications of the lower part of the respiratory 
tract are most likely to develop in debilitated, 
aged or very young persons. 

For ventilation and respiration, the healthy 
person relies on the integrity of the bellows 
action of the chest, patency and self-cleansing 
of the bronchial tree, and integrity of the 
alveolocapillary diffusion phenomenon. The 
large majority of clinical problems in the pa- 
tients under consideration involve mechanisms 
other than alveolocapillary diffusion. During 
most medical and surgical procedures, the 
healthy adult has adequate physiologic de- 
fenses to maintain a clean, patent airway and 
thus permit adequate ventilation. 

Alteration of these physiologic defenses may 
result from defects in the bellows action of the 
chest or in the patency or cleansing mecha- 
nism in the bronchial tree. Patients with these 
defects may have existing infection at the time 
of the medical or surgical procedure. The pa- 
tient may or may not be aware of this situa- 
tion since, in the normally ambulant state, the 
physiologic defenses may still be adequate to 
prevent the development of clinically appar- 
ent respiratory disease or symptoms. However, 
these same defense mechanisms may not be 
adequate during medical or surgical treat- 
ment, as the result of stress, immobilization, 
medications, anesthetics, etc. The most com- 
mon example encountered is the patient who 
is unaware of daily cough with expectoration 
of small amounts of mucopurulent material. 
occurring chiefly on arising. Admission to the 
hospital is followed by change in body posi- 
tion, relative immobilization and medication, 
often including sedatives, analgesics or nar- 
cotics. The patient who has surgery also has 
preoperative sedation, operation under anes- 
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thesia, and postoperative pain and sedation. 
Pulmonary complications such as pneumonitis 
or atelectasis are the result of suppression of 
cough and expectoration from the above pro- 
cedures, with retention of infectious material 
in the tracheobronchial tree. While some pa- 
tients may retain gross amounts of infectious 
material despite excessive cough and expecto- 
ration, others may have infection of such ex- 
tent that neither the patient nor the physician 
is cognizant of its presence. While the routine 
use of antibiotics, particularly postoperative- 
ly, may control lesser degrees of infection in 
some cases, antibiotics will not assist in the 
bronchial cleansing vitally necessary to main- 
tain drainage to allow a patent airway. 

In taking a history in any case in which a 
patient is admitted to the hospital for medical 
or surgical treatment, the physician should be 
alert to the possibility that a pulmonary com- 
plication may occur. The presence of altered 
or defective physiologic defenses against re- 
spiratory infection may be suspected on the 
basis of certain symptoms and historical data. 
In taking the history, the physician should 
specifically ask the patient about the following: 

1. Chronic cough and expectoration 
. Chronic postnasal discharge 
. Chronic sinobronchitis 
. Chronic dyspnea and wheezing 
Recent respiratory infection 
Acute or chronic respiratory allergy 
. Past history of pneumonia or bronchitis 
. Past history of pleurisy, with or without 
effusion 
9. History of occupational exposure to 
noxious fumes or chemicals 

10. Past history of thoracic surgery or chest 

trauma 

11. Past history of general surgery followed 

by pulmonary complications 

12. History of congestive heart-failure, es- 

pecially in elderly patients 

Physical examination should be complete: 
it should not be limited to the organ system 
which is the site of the disease that led to the 
patient’s admission to the hospital. Too often, 
the physical examination is detailed only in 
regard to the organ system obviously involved, 
but is cursory or incomplete in regard to other 
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organ systems. Careful physical examination 
frequently will disclose specific objective find- 
ings, which | have designated as the stigmata 
of past or present respiratory disease. The 
most important of these findings are: 
1. Oral, nasal or pharyngeal sepsis 
2. Barrel-shaped chest with very little or 
no motion of the thoracic cage, fre- 
quently observed in cases of chronic ob- 
structive emphysema 
3. Asymmetrical motion of the thorax, 
often due to unilateral disease 
4. Kyphoscoliosis of the thoracic segment 
of the vertebral column 
Pulmonary osteoarthropathy 
6. Deviation of trachea from the midline 
7. Unilateral or bilateral immobility of the 
diaphragm 
>. Marked unilateral impairment of the 
percussion note, encountered after pleu- 
ral effusion 
Marked diminution in the intensity of 
breath sounds 
Unilateral or bilateral basal rales 
Wheezing or rhonchi 
12. Cyanosis 
13. Thoracic surgical scar 
Chronic respiratory disease may exist with- 
out causing any symptoms or abnormalities 
which can be detected by a physical examina- 
tion. For this reason, a 14 by 17 in. roent- 
genogram of the chest should be made in ev- 
ery case in which a patient is admitted to the 
hospital. The number of instances of unknown 
cardiorespiratory disease that will be disclosed 
by this procedure will be greater than the num- 
ber of instances of unknown syphilis disclosed 
by routine serologic examination when pa- 
tients are admitted to the hospital. Obviously, 
roentgenographic examination of the chest 
becomes a necessity when the history or physi- 
cal examination discloses any of the findings 
which have been listed previously. The physi- 
cian should recognize that the patient is pre- 
disposed to the development of a pulmonary 
complication if roentgenographic examination 
of the chest discloses any of the following: 
1. Thickening of the pleura 
2. Displacement or widening of the medi- 
astinum 
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3. Discoid, lobular or segmental areas of 
atelectasis 

4. Pulmonary infiltration 

5. Calcification of the pleura, hilar lymph 
nodes or pulmonary parenchyma 

6. Local radiolucent areas resulting from 
cysts or bullae 

7. Altered pulmonary vascularity 

Fluoroscopy need not be a part of the rou- 
tine examination. It permits observation of the 
chest in the dynamic state without limitation of 
position, which is necessary when a single pos- 
teroanterior roentgenogram is made. It should 
be performed by an experienced examiner. 
When the information obtained from the his- 
tory is not confirmed by the physical findings or 
by roentgenographic examination of the chest. 
additional data may be obtained by fluoro- 
scopic examination. The following fluoroscopic 
findings are indicative of altered or disturbed 
physiologic defenses against infection of the 
lower part of the respiratory tract: 

1. Disturbance of the motion of the tho- 

racic cage 

2. Disturbance of the motion of the dia- 

phragm 

3. Obstruction of the airway during expi- 

ration (trapping of air) 

The evaluation of the risk of the develop- 
ment of a pulmonary complication thus will 
depend on the information gained from the 
history and from the physical and roentgeno- 
logic examination. The majority of patients 
can be expected to be free of conditions that 
predispose to the development of pulmonary 
complications. The risk increases with the se- 
verity of the symptoms, the physical findings 
and the roentgenographic abnormalities. Ob- 
viously then, the patient with a history of 
cough, expectoration and wheezing confirmed 
by corresponding signs on physical examina- 
tion and chest x-ray will constitute a greater 
risk than the patient whose history and physi- 
cal examination reveal no abnormal findings, 
but whose chest x-ray demonstrates extensive 
hilar calcification. 

Furthermore, the nature of the illness re- 
quiring hospitalization will in part determine 
the risk of the development of a pulmonary 
complication. Generally speaking. a pulmo- 
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nary complication will be less likely to de- 
velop in a patient being treated for a medical 
condition that does not require prolonged 
rest in bed or sedation than it will be in a 
patient who is in coma, paralyzed or requires 
prolonged sedation as in some cases of myo- 
cardial infarction. 

Similarly, the patient who is admitted to the 
hospital for an operation must be evaluated 
on the basis of the site of the operation, the 
duration of anesthesia, and the type of the 
postoperative course, with special reference to 
the degree and duration of immobilization, 
the positioning of the patient, and the medica- 
tion. Experience has shown that it is rare, in- 
deed, that any patient who has a respiratory 
disease is refused operation due to this. Tho- 
racic surgeons are familiar with performing 
operations on patients who do not have a nor- 
mal bronchopulmonary system. Despite this, 
the incidence of postoperative pulmonary com- 
plications in many hospitals is higher on the 
general surgical service than it is on the tho- 
racic surgical service. 

Regardless of whether the treatment is 
medical or surgical, it either should be plan- 
ned so that it does not interfere with the nor- 
mal cleansing and patency of the bronchi, or 
compensatory measures should be instituted to 
assist cleansing of the bronchi in cases in 
which the necessary treatment may interfere 
temporarily with this physiologic mechanism. 
In any case in which bronchopulmonary in- 
fection of any degree is apparent clinically 
when a patient is admitted to the hospital, this 
infection should be treated either before op- 
eration is performed or simultaneously with 
any other disease that may require medical 
treatment. The bronchopulmonary infection 
most often is treated by assisting bronchial 
cleansing and drainage, by interdiction of 
smoking, and by mobilization of the dia- 
phragm by means of respiratory exercises. 

Bronchial cleansing and drainage can be 
assisted by the following methods: (1) by an 
adequate fluid intake, (2) by correction of 
environmental humidity to an optimal level 
(40 to 60 per cent), (3) by the administra- 
tion of bronchodilators as aerosols or by the 
oral or parenteral route, (4) by the addition 
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of wetting agents or pancreatic dornase to the 
aerosol containing the bronchodilator, (5) by 
the oral administration of expectorants, and 
(6) by controlling specific infections by the 
administration of antibiotics as aerosols or by 
the oral or parenteral route. 

Mobilization of the diaphragm by respira- 
tory exercise is accomplished by placing both 
hands over the upper half of the abdomen and 
under the ribs. Upward and inward pressure 
is made to elevate the diaphragm during the 
last third of respiration. This procedure is 
most useful in cases in which the patients have 
a flattened diaphragm. The patients can be 
taught to carry out the exercise at intervals 
during the day. 

In cases in which an operation is elective. 
the treatment of the bronchopulmonary infec- 
tion may delay the operation for from two 
days to two weeks. If the operation is urgent. 
time may not permit the control of the infec- 
tion. In this case, an antibiotic should be ad- 
ministered, and adequate aspiration of the 
bronchial secretions should be performed 
through an endotracheal tube while the patient 
is on the operating table. Anesthetic medica- 
tion should not include drugs which depress 
respiration, suppress cough or thicken the 
bronchial secretions. Other authors have point- 
ed out that the routine preoperative use of 
morphine or other narcotics not only is unnec- 
essary but often is harmful. Although the pre- 
operative use of atropine often permits the 
smooth induction of anesthesia, it is a possi- 
ble deterrent to bronchial aspiration during 
and to expectoration after the operation. 

During the surgical procedure, the anes- 
thetist should be informed as to the potential 
hazard of pulmonary complications and the 
specific location of the vulnerable area. This 
will permit the anesthetist to maintain a clean, 
dry airway by endotracheal aspiration, and to 
assist the patient in evacuating exudative ma- 
terial from the diseased area. The occurrence 
of vomiting during induction of anesthesia 
or recovery following anesthesia should be fol- 
lowed promptly by aspiration of the tracheo- 
bronchial tree. If a considerable amount of 
secretion is present or if tracheal aspiration 
alone is ineffective, direct endoscopic aspira- 
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tion of the diseased segment should be carried 
out through a bronchoscope. This is best per- 
formed before the anesthesia is discontinued. 
The patient should be returned to his room 
with a clean tracheobronchial tree with the 
ability to cough restored. If large amounts of 
secretion are present preoperatively or during 
the operation, a tracheotomy may be advisable 
to facilitate aspiration postoperatively. 
Postoperatively and throughout prolonged 
medical illness, the maintenance of a clean, 
dry airway is of utmost importance. Narcotics 
should be used sparingly, if at all, since they 
suppress cough and expectoration. Pain may re- 
quire the use of narcotics, but the dose and the 
frequency and duration of administration may 
be reduced by the judicious use of non-nar- 
cotic analgesics. Postoperatively, skillful as- 
spiration of the pharynx and trachea is of 
great help. Expectoration is best assisted by 
adequate hydration of the patient and the en- 
vironmental air. Expectorants usually act slow- 
ly and are of questionable value in most cases. 
In all cases in which patients are treated sur- 
gically, and in cases in which patients who are 
being treated medically are in coma, are con- 
fused or are too ill to cooperate, the adminis- 
tration of aerosol bronchodilators and wetting 
agents, with or without antibiotics, may be 
necessary until the patients can cough and ex- 
pectorate effectively. The addition of pan- 
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creatic dornase to the aerosol bronchodilator 
is helpful in certain cases. 

Postoperatively, the administration of a 
mixture of 3 per cent of carbon dioxide and 
97 per cent of oxygen or a mixture of 5 per 
cent of carbon dioxide and 95 per cent of oxy- 
gen by means of a mask for one or two min- 
utes each hour is helpful in increasing the am- 
plitude of respiration and improving basal 
ventilation. It thus will assist in the removal 
of retained secretions. 

It should be recognized that dressings and 
binders applied after operation may hamper 
effective ventilation and drainage of the basal 
portion of the lungs. Frequent changing of the 
position of the patient and early ambulation 
are helpful in assisting the patient to cough 
and expectorate effectively. 


Summary 


The development of many of the pulmonary 
complications which are encountered postop- 
eratively and in cases in which debilitated and 
aged patients are treated medically can be 
anticipated by a careful history and by physi- 
cal examination and roentgenographic exami- 
nation of the chest. Although the treatment of 
pulmonary infection is reasonably effective, 
the prevention of complications involving the 
lower part of the respiratory tract is more suc- 
cessful and less hazardous to the patient. 
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DIAGNOSTIC CLINIC 


Gastric Ulcer 


SAMUEL F. MARSHALL* 


The Lahey Clinic, Boston 


Bam always amazed at 
the reception of any 
clinic on peptic ulcer. 
Ten days ago at the 
meeting of the Boston 
Surgical Society we 
filled the Harvard Club 
because there was a 
panel on peptic ulcer. 
Three days later at the 
New England Post- 
graduate Assembly. | 
moderated a program 
on the same subject and again the hall was 
filled. | suppose the reason is that perhaps 5 
to 10 per cent of us at some time or other will 
have a peptic ulcer, and about 10 per cent of 
these ulcers will bleed. I think more gastric 
ulcers will bleed than duodenal ulcers, and 
perhaps more jejunal ulcers will bleed than 
gastric ulcers. However, emergency treatment 
usually is not required for massive hemorrhage 
from a jejunal ulcer; the patient can be ob- 
served and treated conservatively in the ma- 
jority of cases. 

This question of gastric ulcer is of great im- 
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Because 10 to 20 per cent of gastric ulcers 
prove to be malignant at operation, it is 
important to decide clinically whether a 
gastric ulcer is definitely benign or has a 
strong potential of being malignant. The 
size of the ulcer, its location and the pa- 
tients age are not sufficient criteria for 
such a differential diagnosis. Most patients 
with gastric ulcer should be hospitalized 
for a trial of medical treatment. If the ulcer 
fails to heal, if it recurs, or if there is oc- 
cult blood in the stool, surgical treatment is 
indicated. About 50 per cent of patients 
with gastric ulcer will need operation. 


portance. Perhaps it has been a bit overem- 
phasized, but considering the fairly high per- 
centage of malignant processes that appear to 
be present and which we are unable to diag- 
nose, there is an error in either direction, 
whether the ulcer is malignant or whether it 
is benign. That error is general throughout the 
country, however, and I think I can demon- 
strate this to you. I say the subject of gastric 
ulcer has been overemphasized because the 
precursors of gastric carcinoma account for 
perhaps less than 10 per cent of the carci- 
nomas we see today. In other words, we can 
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pinpoint no definite etiologic factor in most 
cases of gastric cancer. 

To illustrate the amount of dissension that 
exists about whether or not we should operate 
on all patients with gastric ulcer, and whether 
or not we can make the diagnosis, we had Dr. 
Gordon McNeer from the Memorial Center on 
the panel at the meeting of the Boston Surgi- 
cal Society. He presented a series of 225 cases, 
including 65 malignant ulcers. In the majority 
of these 65 cases, they were unable to tell from 
the roentgenograms whether or not the ulcer 
was malignant. One of the panel members also 
pointed out quite properly that of course this 
study was based on old roentgenograms and 
that the roentgenologist had no chance to look 
at the ulcer with the fluoroscope and see evi- 
dence of rigidity or motion in the ulcer area— 
a very valid criticism. Dr. McNeer stated that 
at Memorial Hospital they are treating can- 
cer, and because they are trying to take a defi- 
nite stand on this disease they are operating 
on all patients with gastric ulcer. 

I do not believe we need to operate on all 
patients with gastric ulcer. After a certain 
amount of observation we can decide in most 
cases whether the ulcer is malignant or be- 
nign. As a result of observation and therapeu- 
tic tests we are operating on about 50 to 54 
per cent of our patients with gastric ulcer. We 
have gradually increased this figure over the 
years: about 24 years ago, when I first went 
to Boston, only about 15 per cent of gastric 
ulcers were resected. With the cooperation of 
the gastroenterologic department the surgeons 
are seeing the patients soon after admission. 
The majority are admitted to the hospital, and 
we follow their progress along with the gastro- 
enterologist. If there is no change in the ulcer. 
if healing is not complete, if occult bleeding 
persists, or if the ulcer recurs later, the patient 
is operated on immediately—in many in- 
stances during the initial period of hospitali- 
zation. If there is no tendency for the ulcer to 
heal within 10 days or two weeks the patient 
should be operated on without delay. 

A great deal of controversy has arisen about 
this. | do not agree with those who advocate 
operation in all cases of gastric ulcer. Prob- 
ably most of the physicians in this audience 
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would not submit to a high resection of the 
stomach because somebody said they had a 
gastric ulcer, without first giving their medical 
confrere a chance to determine whether or not 
the ulcer would heal. 

Dr. Hans Selye’s discussion of the “stress 
effect” on the development of gastric ulcer is 
of great importance. | wonder if just such an 
ulcer was not present in our first case, in view 
of the relatively short duration of symptoms. 
Dr. Robert Cueva of Cleveland will describe 
the case. 

pR. CUEVA: Mr. L. came to our clinic with 
a six month history of epigastric pain and 
burning which began approximately 15 to 20 
minutes after eating and which was relieved 
when the patient took alkali. Physical exami- 
nation and the rest of the history were non- 
contributory. The patient was examined thor- 
oughly in our outpatient department at the 
Cleveland Metropolitan General Hospital. Gas- 
tric analysis showed the presence of free acid. 
Gastric cytologic study was negative for tumor 
cells, and gastroscopy failed to show any le- 
sion. X-rays disclosed a small defect on the 
fundus, a soft-tissue mass, and it was thought 
that the patient probably had a peptic ulcer 
which could not be demonstrated and that this 
mass was an incidental finding. On a medical 
regimen the patient’s condition improved. Six 
months later it was decided to perform an ex- 
ploratory operation because of the lesion in 
the stomach. At operation a biopsy was taken 
which proved the lesion to be a neurofibroma. 
It was excised. A small ulcer on the lesser 
curvature was an incidental finding. Partial 
resection of the stomach and gastroduodenos- 
tomy were performed. 

DR. MARSHALL: This patient is slightly deaf. 
I talked with him a few minutes ago, and he 
says he is quite well and feels like a young 
man, although he was operated on quite re- 
cently, less than two months ago. 

DR. CUEVA: His weight is almost back to 
normal, about a pound below his original 
weight. 

DR. MARSHALL: He had a little trouble gain- 
ing weight, but it is too soon to tell much 
about that. A good remnant of the stomach is 
left after a Billroth I procedure, and he should 
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get along very well because of his age and the 
fact that he had a gastric ulcer. 

1 do not think | would have waited six 
months to operate on this man, because an 
intraluminal defect was seen, and, of course, 
any defect of this type ought to be removed 
because of the possibility of a malignant tu- 
mor. Apparently the gastric ulcer was an inci- 
dental finding, even though you thought he 
had one. 

DR. CUEVA: He was seen in the medical out- 
patient department for six months and was re- 
ferred to us a few days before the resection. 

DR. MARSHALL: That sounds familiar. Occa- 
sionally we have the same experience. 

The dumping syndrome did not occur in 
this case, and I think that is important. Dump- 
ing syndrome is seen with Billroth | as often 
as with the Billroth I] resection. | wonder if 
this is simply because the capacity of the gas- 
tric remnant enables the patient to take a rea- 
sonable amount of food. He says he can eat 
anything and that he feels like a young man. 

DR. CUEVA: The second patient, Mr. C., 64 
years old, came to our emergency room with 
a history of melena and hematemesis of one 
day’s duration. A systolic murmur was heard 
and the heart was found to be enlarged. The 
hematocrit reading was 44 per cent, serologic 
test for syphilis 3, and blood urea nitrogen 36 
mg. per 100 cc. He was admitted to the hos- 
pital. A gastrointestinal series showed a rather 
large lesion in the greater curvature, and at 
least one ulceration in the middle of the de- 
fect. Gastric cytologic study did not disclose 
tumor cells. At operation, approximately 75 
per cent of the stomach was resected. The pa- 
tient did well, and the postoperative diagnosis, 
based on the pathologic report, was leiomyoma 
and acute ulcers. 

DR. MARSHALL: This man has made a good 
recovery. In this case the hematocrit was 44 
per cent. Patients with smooth-muscle tumors 
often display a rather pronounced anemia, and 
this may be the first symptom. The filling de- 
fect in this case is very characteristic, and in 
the majority of these cases it represents leio- 
myoma or leiomyosarcoma. Was this lesion 
malignant? 

DR. CUEVA: No, a leiomyoma. 
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DR. MARSHALL: Occasionally | have seen a 
gastric lipoma appear in the same way. | think 
| would have made a tentative diagnosis of 
leiomyoma from the roentgenogram. The pa- 
tient’s course rather suggested it; he told me 
he had done a little drinking but had stopped 
—for no specific reason he gave it up—in the 
last couple of weeks before his illness. Then 
this hemorrhage occurred suddenly. He had 
not had symptoms, and, in fact, he had been 
fairly comfortable. 

This man has done very well postopera- 
tively. How long has it been since his opera- 
tion was done? 

DR. CUEVA: About two months. 

DR. MARSHALL: The liver is enlarged, but 
all the liver function tests give normal results. 
Some cardiac enlargement is present also, and 
the patient has experienced epigastric distress 
at times. Apparently this is not related to eat- 
ing, and the pain does not extend to the arm. 
The patient volunteered that if he drinks a 
bottle of pop the epigastric distress occurs for 
15 to 20 minutes and gradually disappears. 
The pain is boring in character. He does not 
vomit or feel faint. I still think that this dis- 
tress, which passes away but occurs frequently 
after taking liquid, probably is a dumping syn- 
drome occurring after a Billroth I procedure 
or gastroduodenostomy. 

The first symptom of a tumor such as this 
patient had may be hemorrhage. Few gastric 
symptoms are apparent, and the episode is 
marked by occurrence of massive hemorrhage. 
The patient is brought to the hospital because 
of marked blood loss. | remember one patient 
who entered with a hemoglobin of 21 per cent 
and a large tumor bleeding profusely. 

It is interesting that two cases of mesen- 
chymal tumor should be presented. As you 
know, the most common tumors in the stom- 
ach are malignant tumors, the carcinomas. 
About 3 per cent of tumors other than carci- 
noma originate from mesenchymal elements. 
but most arise from lymphoid tissue—often 
smooth-muscle tissue and rarely from neural 
tissue or fibrous or vascular tissue. The first 
patient had a neurofibroma, which is an ex- 
tremely rare lesion. Leiomyomas are not un- 
common, however. We have seen a large num- 
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ber of them, and also many leiomyosarcomas. 
They arise from the smooth-muscle elements. 
Neurofibroma, of course, develops from the 
nerve tissue element. I have rarely seen a neu- 
rofibroma and we have seen only one neuro- 
fibrosarcoma. The patient in the second case 
had an ulcer but it was caused by the growth 
of the tumor, with thinning of the mucosa over 
the convexity of the growth. The mucosa be- 
comes thin, ulceration develops as a result of 
loss of vascularity, and hemorrhage occurs. 
This, therefore, is a secondary ulcer and has 
no relation to the chronic ulcer I will discuss 
later. Both cases are very interesting. The one 
patient who underwent gastroduodenostomy 
probably has a minor dumping syndrome but 
I think his condition will become satisfactory 
with adequate dietary control. I do not believe 
the symptoms are of cardiac origin, do you, 
Dr. Cueva? 

DR. CUEVA: No. 

DR. MARSHALL: The other patient, like most 
of these patients, is getting along surprisingly 
well. We have rarely seen recurrent ulcers after 
resection for gastric ulcer. The mortality as- 
sociated with removal of a gastric ulcér is 
practically nil. 

On that basis, then, are we going to be per- 
suaded to remove all gastric ulcers? I do not 
believe we should, because other serious prob- 
lems may arise after extensive gastric resec- 
tion, particularly in nutrition, diet and so 
forth, and I do not believe most gastric ulcers 
require removal. It is important to know which 
ulcers should be removed. In a few cases we 
cannot make a decision from the roentgeno- 
grams and these patients must then come to 
surgery. 

We have studied our group of patients with 
ulcer who have been treated surgically. We 
have operated on 618 patients with gastric ul- 
cer, and a small percentage of the ulcers 
proved to be malignant. 

I was very interested in obtaining some in- 
formation with regard to the occurrence of the 
dumping syndrome after the Billroth I proce- 
dure. We have had much the same experience 
as Waltman Walters. With gastric ulcer, hypo- 
acidity and hypomotility are present and emp- 
tying of the stomach is delayed. The symp- 
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toms of the first patient were caused by the 
lack of emptying of the stomach. In duodenal 
ulcer, on the other hand, hyperacidity and 
hypermotility are present and the stomach 
empties rapidly. | do not believe 1 could dis- 
tinguish between a gastric ulcer and a duo- 
denal ulcer solely on the basis of the symp- 
toms, but they would be very suggestive. 

Neubauer of Holland stated that there are 
more recurrences with the Billroth I opera- 
tion. We do this procedure only occasionally. 
We employed it many years ago. It seems that 
all these things are rediscovered, and we start 
all over again learning more about a proce- 
dure after it has been abandoned because of 
some difficulty. The same thing was reported 
from Sweden, where Sandblom found that in 
a large series of cases recurrent ulcers devel- 
oped in 8 per cent of the Billroth I and Wallen- 
stein group compared with 2.5 per cent after 
the Billroth II procedure. A Billroth I can be 
very safely carried out, particularly in women 
and in malnourished patients, and these pa- 
tients get along very well postoperatively. 

Only nine months ago | treated a woman 
from South America who had had a Billroth II 
operation. Persistent dumping had occurred 
and she was getting progressively worse. She 
was unable to retain anything in her stomach 
and was losing weight. We kept her in the hos- 
pital about three weeks, and she continued to 
lose weight even on a very careful diet. I re- 
vised the anastomosis and carried out a Bill- 
roth I procedure, disconnecting the Billroth 
Il anastomosis. She returned after five or six 
months with a recurrent gastric ulcer: the 
stomach remnant is very small. Thus, | would 
be very cautious about advocating the use of 
a Billroth I procedure, even in gastric ulcer. 
except in selected cases. 

It is true that we get excellent results using 
a conventional type of resection, but we must 
deal with these patients individually, and | 
certainly would not decide from the onset and 
before surgical exposure to carry out a Bill- 
roth I operation for gastric ulcer. The anasto- 
mosis should be made without tension. If this 
can be accomplished easily and the gastroduo- 
denal stoma will be adequate, then this proce- 
dure can be employed, particularly in those 
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cases in which patients are undernourished. 

The first patient, who has gastroduodenos- 
tomy or a Billroth | procedure, did vomit for 
three weeks, but this has subsided. Such vom- 
iting may occur in many instances but is un- 
usual after a Billroth I] operation. We rare- 
ly see recurrences after resection for gastric 
ulcer, and perhaps a slightly more conserva- 
tive procedure could be employed in that type 
of gastric ulcer. 

We have been told that the antral lesions of 
the prepyloric area and the ones on the greater 
curvature of the stomach are very likely to be 
cancers. Because of the high percentage of 
malignant tumors in these areas, | would oper- 
ate on such patients immediately and not treat 
them conservatively. One of our patients had 
a very large ulcer, 7 or 8 cm., and no free 
hydrochloric acid. The ulcer was resected and 
proved to be benign. Another patient. a young 
woman of 20 years, had had ulcer symptoms 
for three years and was admitted to the hos- 
pital. We treated her conservatively for 10 
days, but there was not the slightest change 
and she was operated on immediately there- 
after. | think the therapeutic test is of great 
value if the nature of the lesion cannot be de- 
termined from the roentgenogram. This pa- 
tient died a year after resection. The lesion 
proved to be a very rapidly growing cancer, 
and apparently she had had a benign ulcer in 
the beginning. | am not convinced that the lo- 
cation of the ulcer has much to do with wheth- 
er or not it is malignant. A 64 year old patient 
had a penetrating ulcer on the greater curva- 
ture, and no free acid was present. On resec- 
tion the lesion proved to be benign. We have 
had 10 such cases of lesions on the greater 
curvature. 

In a series reported in 1948 in which opera- 
tion was performed for gastric ulcer, malig- 
nancy was found in 19.8 per cent. In another 
series reviewed in 1953 this figure was 13.4 
per cent. We have just gone over the present 
series of 618 cases and note that malignant 
ulcers were found in 13.9 per cent. That does 
not mean that 13.9 per cent of all the ulcers 
we see are malignant. A total of 532 patients 
were operated on because the diagnosis was 
not certain; carcinoma was suspected in 51, 
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and could not be excluded in 181. The ulcer 
was benign in all cases. 

The average age of gastric ulcer patients. 
whether the lesion is benign or malignant, is 
53 years, and very closely approximates the 
average age of patients with gastric carcinoma, 
which in our experience is 54.5 years. 

We should select patients for surgery with 
great care. If the ulcer does not heal, if we are 
suspicious about it, of course we should oper- 
ate. | am not yet convinced that we should 
operate on every patient with gastric ulcer, be- 
cause in the majority of cases we can be fairly 
sure of the diagnosis. 

A great deal of progress has been made in 
the five year results in gastric carcinoma. Un- 
fortunately the operability rate has not in- 
creased. I do not believe we have increased it 
by operating on these patients who prove to 
have malignant ulcer. In a group of 71 pa- 
tients in whom resection was carried out for 
malignant ulcers, only half of them were alive 
at the end of the first year, and only 15 per 
cent at the end of five years. It would seem 
that this is the group in which the best results 
should have been obtained, but it is, in fact. 
the group with the worst results. 

We have not employed vagotomy in these 
cases, because we do want to remove the ulcer 
and submit it to pathologic examination. I do 
not believe vagotomy is a good operation for 
gastric ulcer. We have not utilized the Mad- 
lener operation because most gastric ulcers 
can be removed easily. If the lesser curvature 
is immobilized, the ulcer can be reached easily. 
These lesions rarely involve the esophagus: 
they can be removed in the majority of cases. 
Therefore we do not use the Madlener opera- 
tion, which | think is a very poor procedure. 

We use the Billroth I] procedure in most 
cases and have been quite satisfied with it. We 
employ the Billroth I in about 10 per cent of 
our cases of gastric ulcer. I mentioned previ- 
ously that the recurrence rate is practically 
nil, and the mortality can be kept very low. 
The mortality for gastric uleer (and remem- 
ber we are dealing with many older patients. 
such as the two described by Dr. Cueva, and 
the mortality rate is likely to be a little higher ) 
should not be more than 2 per cent, and in the 
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majority of the cases it can be kept below 1 
per cent. 

In summary, then, it might be said that not 
all patients with gastric ulcer should be sub- 
mitted to operation but that cases should be 
selected with regard to age, size of the ulcer. 
its location, and its tendency to heal. In a 
young man, an ulcer on the lesser curvature 
has about one chance in 30 of being malig- 
nant, and I would not want to advise resection 
in such a case. 

When we decide on surgical treatment. in 
the majority of cases we carry out a Billroth 
Il procedure. Furthermore, | do not believe 


resection should be performed either for gas- 
tric ulcer or for benign duodenal ulcer and 
then the patients allowed to eat as they please. 
They should be studied very carefully and 
kept on a diet for a long period. They should 
be seen every year by the surgeon or by the 
internist, because the difficulties that arise 
after resection result from lack of guidance of 
the patient. 

The dumping syndrome has been only a 
transient problem in our group, because our 
associates in medicine follow these cases ex- 
tremely carefully. Thus we avoid a great deal 
of postoperative difficulty. 


ME Emil NGS Postgraduate Courses 


BiovocicaL Association, Mont- 
REAL: Twenty-ninth annual meeting, August 31-Septem- 
ber 3, at the Sheraton-Mount Royal Hotel. For further 
information, write to: Biological Photographic Asso- 
ciation, Inc., Box 1668, Grand Central Post Office, New 
York. 


INTERNATIONAL COLLEGE OF SURGEONS: Foreign section 
meetings for 1959: 

Amsterdam, July 25-26 

Helsinki, August 8-9 

Vienna, August 19-20 

Santos, Brazil, September 

Hong Kong, October 30 

Bangkok, Thailand, November 2 

Taipeh, Formosa, December 

Jaipur, India, December 
For further information, write to: Secretariat, Interna- 
tional College of Surgeons, 1516 Lake Shore Drive, Chi- 
cago 10 


Memoriat Hosprtar, Lone Beacu, Catirornta: The 
second annual symposium on “New horizons in medi- 
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cine” will be held in conjunction with the formal open 
ing of the hospital December 2. For further information, 
write to: Dr. George X. Trimble, Director of Medical 
Education, Seaside Memorial Hospital, 1401 Chestnut 
Avenue, Long Beach 13. 


New York Mepicat Center Post- 
Grapuate ScHoor, New York: Courses to be 
presented during the 1959-60 academic year: anesthesi- 
ology, dermatology and syphilology, medicine, ortho- 
pedic surgery (January 1960), otorhinolaryngology, 
radiology and surgery. They may be taken as part of a 
residency program or in preparation for specialty board 
examinations. For further information, write to: Office 
of the Associate Dean, New York University Post-Gradu- 
ate Medical School, 550 First Avenue, New York 16. 


Woman’s Hosprtat, Division oF St. Luke's Hosprrat. 
New York: A one week course in the conduct of labor 
and delivery for general practitioners, October 8-14. For 
further information, write to: Mr. Carl P. Wright, Jr., 
Director, Woman's Hospital, 141 West 109th Street, New 
York. 
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SCIENTIFIC EXHIBIT 


‘The 
Enigma 


in 


Obstetrics: 
‘Toxemia 


of 


Pregnancy 

P. C. SCHREIER 
HENRY B. TURNER 
JOHN Q. ADAMS 
MARTHA A, LOVING 
A. B. MCCREARY 
R. R. OVERMAN 


H. P. K. AGERSBORG, JR. 


Department of Obstetrics, The University of Tennessee College of 
Medicine, and The City of Memphis Hospitals, Memphis, Tennessee 


Adapted from an exhibit shown at the annual meeting of the American Medical 
Association at San Francisco. 
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Voxemia of pregnancy is the leading cause of maternal death in the United States. 


The Problem 


While every physician is well aware that there is such an illness, not one private 
p 
patient in 10 has ever heard of it. The average obstetric patient has a complete 
lack of understanding of the real purpose of prenatal care. In her mind the avoid- 
pur} 


ance of excessive weight gain is related to the size of the baby or perhaps to an 
easier labor, and she fails to appreciate that the principal objective of the repeated 
urinalyses and checks on her weight and blood pressure is to prevent toxemia. 


Maternal 
Mortality 
in the 
United 
States 


During the past few years toxemia of pregnancy has accounted for almost 50 per cent of all 
maternal deaths in the United States. Our experience at The University of Tennessee and The 
City of Memphis Hospitals tends to substantiate the national figures. Between 1946 and 1956, 
41.7 per cent of the 84 maternal deaths on our service were due directly to toxemia of pregnancy. 


Maternal 
Mortality, 
City of 
Memphis 
Hospitals, 
1946 to 1956 


DEATHS 1933 34 36 38 40 42 44 46 48 50 52 54 


12,000 
10,000 
8000 
6000 
5000 
4000 


Toxemia 


Hemorrhage 
Infection 
Anesthesia 
Heart disease 
Cancer 
Others 
TOTAL 


T 


NUMBER 
OF CASES 


35 


T T 


Total 


um Sepsis 
Toxemia 
Hemorrhage 


PER CENT 


41.7 


29.9 
10.8 
7.1 
4.7 
1.1 
47 
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The maternal death rate at The City of 
Memphis Hospitals, where well over 90 per 
cent of the obstetric patients are nonwhite, 
compares favorably with the national mater- 
nal death rate that was recorded for non- 
white patients (16.5 and 25.1 per 10,000 
live births, respectively ). 


The data presented here were derived 
from the study, between 1954 and 1957, of 


Comparison of Deaths From Poliomyelitis 
With Deaths From Toxemia of Pregnancy 


Maternal Mortality for Nonwhite Patients, 1946 to 1955 


PER 10,000 LIVE BIRTHS 


DEATHS MATERNAL AND FETAL 
YEAR FROM POLIO DEATHS FROM TOXEMIA 
1950 1,904 2,038 
1951 1,551 2,009 
1952 3,145 1,398 
1953 1,450 1,248 
1954 1,368 1,045 


United States 25.1 
City of Memphis Hospitals 16.5 


more than 3000 toxemic patients exhibiting 
at least two of the three signs and symptoms 
associated with toxemia: hypertension. 
edema, albuminuria. 


It is strange that no foundation has yet 
chosen to champion a fight against toxemia. 
Deaths from poliomyelitis in the five year 
period of 1950 to 1954 barely exceed those 
from toxemia of pregnancy. 


Symptomatology 


e Alterations in fluid distribution 


Edema 
Oliguria 


Abnormal weight gain 


Intracellular dehydration? 


Angiospasm 
Hypertension 
Albuminuria 


Oliguria 
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Normally, approximately 70 per cent of total body weight represents water (50 per cent with- 
in the cells, 15 per cent in the interstitial space, 5 per cent in the plasma). In normal pregnancy 
the total figure is about 67 per cent (cellular 43 per cent, interstitial 18, plasma 6). In toxemia 
of pregnancy, total body water may amount to 70 per cent of body weight, and 21 per cent is 


interstitial. 
NORMAL NORMAL PREGNANCY TOXEMIA 
Plasma 
ir 6% 5% Plasma 
Interstitial 
18% 21% Interstitial 
Intracellular 
44% Intracellular 
43% 


Rationale of Therapeutic Approach 


¢ Low salt diet 
Hypotensive drugs 


e Hydration therapy? 
If possible, give at least 4 |. of water per day 
orally or 5 per cent glucose in water, | |. every 
six hours intravenously. Do not employ if oliguria 


is the result of secondary renal pathology. i.e.. 
lower nephron nephrosis 


e Bed rest and sedation 
e Diet 


e Uterine evacuation 
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Physiology of Toxemia 


Several theories have been advanced which combine to yield a broad, realistic approach to 
the problem of the etiology of toxemia. The large arrows in the sketch represent initiating causes, 
and the other lines the forces ultimately producing symptoms. The three regions (theories) do 
not necessarily represent separate entities acting independently, but may be capable of combined 
and complex interaction with a shifting weight of responsibility from patient to patient. 


SYMPATHETIC NERVOUS SYSTEM 


oxytocin 
Posterior PITUITARY <= ADH 


Anterior PITUITARY 
7 [constriction 
HYPERTENSION | 
| HYPERTENSION | 
osmoceptor 
internal carotid artery arteriole 
> { 
| ACTH | 
constriction 
HYPERTENSION renal blood vessels | 
| 
constriction 
| 
F | solt ond water retention | 
| ALBUMINURIA EDEMA 
epinephrine + 
L 
renal blood vessels reno! 


water and or salt retention 
OLIGURIA EDEMA 


constriction 


| 


salt and water retention | 


| ALBUMINURIA EDEMA 


pressor substances 


UNCOORDINATED EARLY AND VIOLENT 
HYPERTENSION 
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Uterine stretch 


Greater incidence of toxemia in young primiparas, polyhydramnios, twin 
pregnancy. Afferent nervous impulses from the uterus impinge on the hypothala- 
mus, stimulating the posterior pituitary to increase secretion of antidiuretic hor- 
mone, vasopressin and oxytocin. A further effect would be involvement of the 


sympathetic nervous system. 


Cortical stimulation 


Stimulation of essentially the same organs as uterine stretch, the major difler- 


ence being the origin of the primary stimulus. 


Osmoceptor stimulation 
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A favorite theory for edema formation. Sodium concentration of plasma is 
low-normal, and thus for osmoceptors to be involved one must postulate a reset- 
ting of the “hypothalamic osmostat” at a new level to permit water retention in 


the face of apparent hypo-osmolarity. 


Placenta—Theory of vasoconstriction of placenta leading to ischemia and 
formation and release of an angiospastic substance. It is unknown whether the 
initial placental vasoconstriction is caused by uterine stretch or by another angio- 


spastic source, and thus the placental changes are listed as effect rather than cause. 


Adrenal—Postulation that adrenal gland is involved in perpetuating the dis- 
per} 
ease and that its secretions potentiate angiospasm, altered fluid distribution and 


metabolic alterations. 


Liver—Cause-and-effect relation not known, but definite hepatic changes are 
often indicated after toxemia. Possibly because of previous subclinical liver dam- 
age, dietary or organic, the liver cannot safeguard against development of toxemia 
by detoxifying either normal or excess pituitary secretions or toxic substances 


secreted by placenta. 
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Prevention 


4 


¢ Adequate prenatal care 
|. Doetor’s responsibility 
Evaluation of patient 
Age 


Family history —hypertensive disease. diabetes, obesity: past history—- pre- 


vious toxemia, hypertensive disease. diabetes, obesity 
Parity 
Present status 


Potential toxemic patients. as determined by evaluation, should be seen 


more frequently than other obstetric patients. 


When “mild” toxemia occurs, active therapy should be initiated immediately. 


Patients responsibility 
Accurately follow physician's advice. 


Report immediately any abnormal weight gain: swelling of hands, face and 


legs: persistent headache: abdominal pain: blurring of vision: scanty urine. 


¢ Education of patient and public 
The general public fails to appreciate the real purpose of prenatal care. 
Tell them the significance of weight gain, blood pressure increase, urinalysis. 


Edueate them individually and collectively, by radio, television, periodicals. 
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Total extracellular fluid (liters) 


Weight (kilograms) 


Normal 


pregnancy 


Treatment 
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e Correct abnormal fluid distribution 


Diet (low salt, high protein, low calorie ) 
Fluids 
Diuretics 


Bed rest 
Delivery 


e Relieve angiospasm 


Sedation 


Hypotensive drugs—hydralazine ( APRESOLINE® ), reserpine (SERPASIL® ) 


Bed rest 
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: Influence of Hydration Therapy 
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NUTRITION IN CLINICAL MEDICINE 


Obesity: Psychologic 
Aspects and Therapy 


JEAN MAYER* 


Harvard University School of Public Health, Boston 


Iw the previous article’ in this series we re- 
viewed a number of recently described etiolo- 
gies of obesity in experimental animals. We 
showed that genetic, traumatic and environ- 
mental factors all could contribute to a posi- 
tive energy balance leading to obesity. From 
the standpoint of mechanism, we saw that 
obesities could be classified in two general 
types: (1) metabolic obesities, in which an 
error in metabolism causes increased synthe- 
sis of fat even when hyperphagia is eliminated. 
and (2) regulatory obesities, in which a lesion 
in the central nervous mechanism regulating 
food intake directly leads to overeating. 
Among examples of the latter type is condi- 
tioned obesity, which can be induced in ex- 
perimental animals by punishing them unless 
they overeat. We are not at present in a posi- 
tion to point to a strict correspondence be- 
tween models studied in rats, mice. etc. and 
types of obesity in men, but we are in a posi- 
tion to assume that the diversity of origins of 
hyperphagia and obesity found in animals is 
also present in man. Furthermore, because the 
central nervous system, the intellectual and 
emotional activities and the sociocultural en- 
vironment are so much more complex in man 


*Associate Professor of Nutrition, Harvard University School of Public 
Health, Roston, Massachusetts. 
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than in lower animals, it is reasonable to as- 
sume that psychogenic obesity is much more 
widespread in humans. In fact, this assump- 
tion has received such overwhelming accept- 
ance that it has tended to obscure in the mind 
of many clinicians the fact that there are prob- 
ably a number of cases of obesity which are 
not due to psychologic causes alone. A strik- 
ing example of such cases, the obesity due to 
inactivity, has been examined in some detail 
previously.” While in some patients (well stud- 
ied by Bruch* and by Stunkard and Dorris‘ ), 
inactivity may be due to acute psychologic dis- 
turbances, inactivity is in general the result of 
social and economic conditions which have 
eliminated the need for physical work without 
creating the leisure, the means or the incen- 
tive for voluntary physical exercise. 

Other forms of nonpsychogenic obesity in 
man have been listed in the previous article in 
this series.’ Once these forms of obesity have 
been ruled out, it remains true that an impor- 
tant although undetermined fraction of obesi- 
ties in man is probably due to psychologic 
disturbances. 

In addition to psychogenic obesity, the fact 
of being obese for whatever cause, particular- 
ly in a society which has been conditioned to 
view obesity as a sign of gluttony, self-indul- 
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gence and lack of will power, does in itself 
bring about important psychologic conse- 
quences. Finally, cutting down food intake to 
bring about weight loss also has important 
psychologic implications, because of both the 
resulting hunger and the weight loss itself. 
Failure to reduce in spite of repeated attempts 
also has psychologic connotations. 

In the first part of this article we shall at- 
tempt to summarize what is known of these 
psychologic aspects of obesity: psychologic 
factors in etiology, psychologic aspects of be- 
ing obese, and psychologic aspects of reduc- 
ing. In the second part we shall try to derive 
from the evidence presented in previous arti- 
cles (devoted to caloric requirements, effects 
of exercise, diagnosis of obesity, and etiology 
of obesity) and from the first part some sim- 
ple rules which may be useful to the practi- 
tioner in treating obesity. 


Psychologic Factors in the 
Etiology of Obesity 


One of the ablest psychologists in the field 
of obesity, Hilde Bruch,*:*" has classified the 
possibilities of associating body weight and 
adjustment in the following fashion: (1) slen- 
derness with good adjustment: (2) slenderness 
with poor emotional adjustment; (3) con- 
tinued obesity, usually of moderate degree. 
with good adjustment: and (4) continued 
obesity with maladjustment. 

In her thinking, continued obesity with 
good adjustment represents a “constitutional” 
obesity compatible with an otherwise normal 
personality. She assumes the obesity in this 
case to be due essentially to physiologic fac- 
tors. Patients of this type are usually obese 
from childhood and stay continuously heavy, 
with their height and weight moving steadily 
in the overweight area of the growth diagram. 
They function adequately with this degree of 
obesity. Bruch believes that in such patients 
psychologic difficulties are likely to arise or 
to become serious only if they are forcibly 
reduced. 

The situation is quite different in what 
Bruch terms “reactive” obesity and in “de- 
velopmental” obesity of nonconstitutional ori- 
gin. She believes that in reactive obesity, over- 
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eating is a response to and a compensation for 
tension and frustration. In many patients, as 
Stunkard and Dorris‘ also emphasized, the 
situations leading to overeating also provoke 
a drastic decrease in activity. Both these fac- 
tors are synergistic in causing markedly posi- 
tive caloric balance. Episodes of grief or of 
severe depression thus coincide with drastic 
elevations of weight. As this type of obese 
patient does, in fact, tend to become depressed 
easily, a considerable degree of obesity can 
develop in a few years. Bruch considers this 
reactive obesity the characteristic form of psy- 
chologic obesity in adulthood and middle age. 
She has observed few instances of reactive 
obesity in childhood. Stunkard, Grace and 
Wolff’ emphasized that among such poten- 
tially depressed, reactive obese patients they 
frequently found a distinctive eating pattern 
which they called the “night eating syndrome.” 
In a study conducted a few years ago in Bos- 
ton, Dr. Beaudoin and this writer* observed 
that an unselected group of obese women 
tended to distribute their calories so that they 
consumed more in proportion during the later 
hours of the day. Stunkard showed that this 
effect was particularly marked in obesity as- 
sociated with frequent bouts of depression. In 
many such patients, the actual bulk of the 
daily calories may be consumed in the evening 
hours and at night, which are also the periods 
of the day when depression is most severe. 
Stunkard and Wolff’ showed that, in addition 
to this characteristic eating pattern and the 
decreased activity during periods of intense 
depression, this type of obese patient exhibits 
in many instances drastic changes in carbo- 
hydrate metabolism, particularly abnormally 
increased glucose tolerance, which coincide 
with the episodes of drastic weight gain. It is 
thus possible that physiologic changes mediate 
in many of these patients the psychologic trau- 
ma which indirectly leads to overeating. Inter- 
action between psychologic and endocrine fac- 
tors may explain why certain patients will tend 
to accumulate considerable excess weight dur- 
ing a period of grief while others faced with 
the same trauma may lose weight. 
Developmental obesity is described by Bruch 
as a common form of obesity during child- 
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hood. She believes that in many obese children 
in whom the obesity is not due to purely 
physiologic factors the emotional development 
centers around eating as much as they want, 
avoiding physical activity and social contacts, 
and being fat. Usually, such children are grow- 
ing in a family setting in which they are used 
hy one or the other parent (sometimes by 
hoth) as an object fulfilling his needs and 
compensating for failure and frustration in his 
own life. The child is fussed over excessively, 
overprotected and overfed. Generally, the 
mother plays the dominant role in the emo- 
tional life of such families: she indulges the 
obese child and keeps him close to her by con- 
stant and excessive demands. Thus, the prob- 
lems of children of this type are not unlike 
those seen in the premorbid stage of schizo- 
phrenia. The combination of this environment 
and of being obese tends to promote a sense 
of helplessness and inadequacy which causes 
flight into fancy and sometimes hostility and 
sadism. 


Psychologic Aspects of Being Obese 


Hyperphagia and obesity, due either to 
physiologic lesions or to psychologic factors 
of various types, have in themselves physio- 
logic and psychologic consequences. The non- 
specific physiologic consequences of obesity 
have been mentioned in previous articles.*:'" 
Examples are hypertrophy of certain organs 
such as the gastrointestinal tract, liver, kidney, 
etc.: increased rate of intestinal absorption: 
and, generally, some degree of decrease in 
spontaneous activity, even in the cases in 
which inactivity was not the origin of the 
obesity. 

Obesity also has psychologic consequences. 
The manner in which these manifest them- 
selves depends on the cultural environment of 
the obese persons. In certain societies or at 
certain periods, fat men and women have been 
described as jovial, cheerful and easygoing. 
In our society there has been a tendency to 
describe obese persons as lethargic, lazy and 
weak-willed, so that obesity becomes an ob- 
ject of ridicule and humiliation. Obese persons 
not only feel excluded, but in a number of 
social situations and job competitions they are 
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discriminated against. This hostile attitude is 
likely to have a profound influence on obese 
persons, particularly on the young. The fact 
that siblings, parents, teachers and physicians 
all tend to reproach the obese child for his 
bulk and appetite may have a destructive ef- 
fect on his personality. It often makes the 
obesity self-perpetuating. Obese young people 
may be so embarrassed by the persons in their 
immediate environment that they become more 
and more withdrawn and avoid sports and 
physical activities done in public, thus placing 
themselves in the very conditions most likely 
to perpetuate a constant imbalance between 
food intake and energy expenditure. 


Psychologic Aspects of Reducing 


The all too widespread belief that a fat pa- 
tient will not be hungry while on a reducing 
diet is at the root of many failures in therapy. 
Actually, when we place an obese patient on 
a reducing diet, we add to the physiologic or 
psychologic difficulty he had to start with, that 
of being hungry a large part of the time. The 
work of Keys and co-workers" illustrated the 
psychologic reactions of normal-weight per- 
sons placed on a prolonged negative caloric 
balance. Their volunteers showed an extreme 
narrowing of interest. They became continu- 
ously preoccupied with food. The experiment 
had to be discontinued in several patients be- 
cause of increasingly serious emotional dis- 
turbances. It is true that obese persons do 
have large stores of fat which should decrease 
the physiologic difficulties associated with los- 
ing weight. It must be recalled, however, that 
patients with certain types of experimental 
obesities—the metabolic types—-go into very 
negative nitrogen balance when fasted.":'° Ani- 
mals with these forms of obesity can be brought 
down to normal-weight or even to underweight 
levels by prolonged undernutrition; yet, even 
at these weight levels, they are obese in terms 
of composition. Their normal or subnormal 
weight still contains a much larger proportion 
of fat than that of normal animals. While they 
have lost fat they also have lost considerable 
protein. It may well be that there is a substan- 
tial proportion of human subjects with meta- 
bolic obesity in whom the effect of underfeed- 
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ing is similar. Ohlson and co-workers'~ dem- 
onstrated that even when large amounts of 
protein are included in reducing diets some 
subjects are constantly in markedly negative 
nitrogen balance. It is thus not surprising that 
these persons experience the greatest discom- 
fort during reduction and most quickly regain 
the lost weight at the end of the experimental 
reducing period. Even in those persons in 
whom metabolic factors are not primary in the 
etiology of obesity, burning of body fat does 
not fulfill satiety requirements to the same ex- 
tent as does food. This may explain why so 
many fat patients react to dieting as though 
they were starving. They show an acute crav- 
ing for all sorts of food, even some which they 
do not usually like. They are constantly in a 
state of extreme tension; they feel dizzy and 
are sleepless at night, and in some extreme 
cases they may show an almost complete dis- 
integration of their personality. Bruch® warned 
against the danger of precipitating acute nerv- 
ous disorders and even psychoses in emotion- 
ally unstable patients who are reduced too 
vigorously. In a study at a New York hospital, 
Stunkard'* observed untoward responses to 
weight reduction in an alarmingly high pro- 
portion (50 per cent) of a group of unselected 
female obese patients. Of 25 patients who were 
studied in detail, nine had severe emotional 
disorders connected with dieting. Stunkard 
also found that the incidence of severe illness 
was statistically higher during the period of 
reducing than in other periods in the patients’ 
lives. The excessive food intake and under- 
activity may be protective factors in the emo- 
tional health of these obese patients. 

It must be recognized that the obese popu- 
lation of a nutrition outpatient department or 
of a psychotherapy clinic is probably not a 
cross section of the obese population at large. 
There are many persons who can quite suc- 
cessfully cope with their own weight problem 
without requiring professional help. Those per- 
sons who do seek medical help or are directed 
to do so probably already have had excessive 
difficulty in coping with this problem. They 
may thus represent the most refractory part of 
the population. “Paradoxical as it may sound,” 
Bruch said, “weight loss and food restriction 
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are not rational and causal treatments of obes- 
ity.” This striking statement must be taken 
(fortunately) with some reservation, but it 
probably best applies when the obesity is of 
psychogenic origin. 


Practical Suggestions 


The following suggestions have been found 
useful in the treatment of obesity: 

General attitude of the therapist—Obesity 
is not a moral issue. It is a complex medical 
problem. It cannot be cured by blaming the 
patient and shifting the entire responsibility 
for the treatment onto him. In many cases, a 
censorious or punitive attitude is likely to do 
more harm than good. The patient may be 
afraid to come back to his physician if blame 
is going to be incurred. The time-honored aim 
of medicine also applies to the treatment of 
obesity: “To cure sometimes, to alleviate pain 
whenever possible, to comfort always.” 

Diagnosis of obesity—The mechanical ap- 
plication of “standard,” “ideal” or “desirable” 
height-weight tables is not a proper diagnostic 
procedure. There are obvious weaknesses in- 
herent in the construction of these tables. They 
are based on highly approximate heights 
(“with shoes on”) and weights (“with ordi- 
nary clothing on”) of a biased sample of peo- 
ple (insurance policyholders of a generation 
or two ago, when such policies were much less 
widespread than they are now). The rework- 
ing of the data rightly eliminated from calcu- 
lations of averages those persons more than 30 
years of age. It also introduced the concept 
of “frame,” but did not give any definition of 
frames of various sizes. In practice, immedi- 
ate diagnosis of obesity or emaciation without 
any need for tables is easy when the weight 
deviates widely from the average. Smaller 
deviations from tabulated standards cannot be 
interpreted without physical examination of 
the patient for skeletal size and muscular de- 
velopment. Since approximately half of the 
excess fat is deposited directly under the skin. 
the old-fashioned office or clinic technic of 
pinching (with or without calipers) is a cheap 
and simple substitute for underwater weigh- 
ing, measurement of thiocyanate or deuterium 
space, etc. 
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Inducement to the patient and limitation of 
potential success—There is enough evidence 
to advocate weight reduction on the basis of 
health as well as aesthetics. On the other hand, 
there are dangers in too much emphasis on 
the threat of obesity to health; there are also 
dangers in excessive promises of reward if re- 
ducing succeeds. This is particularly impor- 
tant for obese children and adolescents who 
may have organized their mental balance 
around unrealizable fantasies dealing with the 
improvement of their fate after they reduce: 
disappointment may be severe if weight reduc- 
tion succeeds. In addition, present-day meth- 
ods are often ineffective, and the patient may 
need considerable support if intense hunger 
is a corollary of weight loss. In some cases, 
weight reduction may be undesirable. A target 
based on the constitution of the patient (e.g., 
weight at age 25) should be selected but not 
dangled before the patient prematurely. 

Informing the patient-—The importance of 
informing patients about probable daily ener- 
gy expenditure and about the caloric value of 
foods cannot be overemphasized. Most patients 
have very inaccurate concepts of the caloric 
content of the usual foods. They pay more at- 
tention to the type of food consumed than to 
the amount, and they have been filled with 
misinformation on the whole area of energy 
expenditure. Sound knowledge of the caloric 
value of foods not only will guide the patient 
during treatment but also will protect him 
against the dishonest claims of manufacturers 
of “miracle” foods (such as “low-calorie” 
bread, “nonfilling” beer, etc.). 

Use of dietitians and of nutrition clinics— 
The practicing physician does not have the 
time to spend the hours required to correct 
misinformation about the caloric value of 
foods, to give advice on menus, to recommend 
certain methods of food preparation, etc. Such 
a job is best handled by a competent dietitian 
or by the dietetic service of an outpatient de- 
partment. There is every advantage in direct- 
ing the patient or his parents to make use of 
such services. 

Psychotherapy—Psychotherapists have not. 
in the past, been successful in reducing many 
patients. However, psychotherapy is indicated 
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for the obese patient if he clearly has emo- 
tional and psychologic difficulties; it also will 
help him adjust to the difficulties entailed by 
his obesity if it is refractory to treatment. In 
the opinion of this writer, if an obese patient 
needs psychotherapy, he needs individual at- 
tention. Group psychotherapy, supervised re- 
ducing groups, etc. have proved notoriously 
unsuccessful in dealing with obesity on a long- 
term basis. 

Use of hereditary data—It has been shown 
repeatedly that obesity runs in families. Ge- 
netic as well as environmental factors are in- 
volved. Studies in the United States have 
shown that less than 10 per cent of the chil- 
dren of normal-weight parents are obese, but 
that the proportion rises to 40 or 50 per cent 
if one parent is obese and to 80 per cent if 
both parents are obese. Comparative lifetime 
studies of identical and fraternal twins have 
shown that food habits are not the only or 
even the main factor. Instead of denying the 
facts of heredity, it is more effective to use 
them (as was done with diabetes) to track 
down obese relatives and, more important, to 
try to prevent the development of obesity in 
those subjects in whom this condition is most 
likely to develop. Obesity is most malignant 
when the onset is early. Sound dietary exer- 
cising habits should be developed as soon as 
possible in susceptible children. 

Exercise—The mechanism of regulating 
food intake is apparently not adapted to func- 
tion well at very low levels of activity. In order 
to keep obesity from developing under modern 
living conditions, many of us either will have 
to work consciously at stepping up our activity 
above the level required in daily life or we 
will have to endure mild or acute hunger all 
our life. The first alternative is difficult, espe- 
cially in the United States and Canada, where 
the cities offer little inducement to walking 
and often are poorly provided with facilities 
for adult exercise. Lack of easily accessible 
facilities for sports and lack of parental or 
medical encouragement further decrease ac- 
tivity in the young, thus accentuating the 
tendency toward inactivity of many obese 
youngsters.'* Even among the young, highly 
competitive team sports for the few are often 
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emphasized at the expense of individual sports 
which all could learn and continue to enjoy 
after school and college years are over. If the 
first alternative—stepping up activity—is dif- 
ficult, it is well to remember that the second 
alternative—lifetime hunger—is so much more 
difficult that to rely on it for weight control in 
cases of sedentary overweight can only con- 
tinue to produce the fiascoes of the past. 
Strenuous exercise on an irregular basis in un- 
trained persons already obese is obviously not 
what is advocated here. But a reorganization 
of one’s life to include regular exercise adapt- 
ed to one’s physical capacity is a sound pre- 
ventive measure and a justified return to the 
wisdom of the ages. When practicable, mod- 
erate exercise during weight reduction also 
helps in promoting positive nitrogen balance 
and muscle tone. 

Drugs—As our knowledge of the mecha- 
nism of regulation of food intake increases, 
it will perhaps become possible to devise drugs 
which will act specifically on structures (e.g., 
the ventromedial areas of the hypothalamus} 
concerned with the hunger process. So far, 
such drugs are not available. As a result, com- 
pounds which have been used in the past have 
tended either to have dangerous side effects, 
as has dinitrophenol, or to become rapidly 
ineffective, as does amphetamine. Among 
pharmacologic methods for the treatment of 
obesity, thyroxin has been too often used and 
abused. There is no possible justification for 
prescribing thyroxin to nonhypothyroid pa- 
tients. Side effects such as increased nervous- 
ness, irritability, lack of ability to concentrate, 
etc. are undesirable; if there is any risk of 
heart involvement, use of thyroxin may be 
disastrous. 

Hypothyroidism is not to be diagnosed 
lightly in the obese person. To do it on the 
basis of the basal metabolic rate (B.M.R.) 
alone is an error, especially if the decrease of 
the B.M.R. is not marked. The ratio of oxygen 
consumption to body surface may be sufficient- 
ly abnormal in a markedly obese patient to 
lead to an apparent decrease in the B.M.R. 
which is not confirmed by determinations of 
protein-bound iodine or radioiodine uptake by 
the thyroid. An apparently moderate decrease 
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in the B.M.R. not confirmed by such deter 
minations does not constitute an indicatior 
for thyroid treatment. 

With no specific drugs available, we migh 
as well recognize that the presently availab|: 
pharmaceutical preparations provide at mos 
a temporary crutch. Van Itallie,’* studying ; 
large group of obese patients under reducin: 
treatment, some of whom received ampheta 
mine, found a statistically significant but clini 
cally negligible difference in weight loss in 
favor of the patients receiving amphetamin 
during the first six weeks of treatment. After 
that, even this small difference vanished. The 
patient should not be led to expect or desire 
too rapid a rate of weight loss. He should be 
made to understand that reducing is going to 
take a long time, that the course of weight 
loss is easily reversed (it could be quipped 
that the price of reducing is eternal vigilance ). 
and that the use of drugs for a few days or 
even a few weeks is not going to be a lasting 
help and thus might as well be eschewed 
altogether. 

Low salt diets--A number of physicians. 
particularly in Europe. routinely put reducing 
obese patients on low salt regimens. There are 
three possible justifications for this measure. 

1. Salt depletion makes less likely the water 
retention which often takes place as the patient 
loses weight. This water retention tends to ob- 
scure for a while the fact that fat has been 
lost. Weight tends to decrease only after a 
certain delay, and the weight loss curve cor- 
responding to a constant daily caloric deficit 
tends to look more like the steps of a flight of 
stairs than like a descending straight line. Such 
delays in weight loss may have adverse effects 
on the morale of the reducing patient. 

2. Lack of salt in the diet also makes food 
less palatable and therefore decreases the 
temptation to overeat. In a way, such a pre- 
scription is thus a special case of the facetious 
advice on reducing: “Eat all you want of the 
foods you most dislike.” 

3. Finally, it is argued that inasmuch as 
obese persons are more prone to heart disease. 
a low salt diet is a useful preventive measure 
from a cardiologic viewpoint. 

None of these arguments appear convincing 
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to this writer. Again, a better course is to tell 
the patient that weight loss is not likely to 
proceed along a perfectly smooth course, even 
if a constant caloric deficit is maintained. The 
facts about water retention should be ex- 
plained. Patients—particularly women in 
whom periodic variations in water retention 
occur as part of the menstrual cycle—should 
he cautioned against weighing themselves too 
frequently; once a week or once a fortnight is 
enough. 

A “salt-free” diet is notoriously difficult to 
adhere to, even for patients to whom a heart 
attack has already given warning. In cardio- 
logically normal persons it is unlikely to be 
maintained for long. Again, it is at best only 
a temporary measure and therefore not a part 
of the long-term education of the patient. It is 
a crutch no more to be relied on for the long 
pull than are “bulk” pills, present-day reduc- 
ing drugs, etc. Finally, the association between 
obesity and heart attacks is not so marked 
that any nonsick obese patient should receive 
other than preventive treatment (by reducing 
the excess weight) for diseases he has no evi- 
dence of having. Of course, avoiding excessive 
use of salt (like avoiding an excessive propor- 
tion of saturated fat in the diet, selection of a 
balanced diet, etc.) is sound practice for any 
patient, obese or nonobese. 

Diets—The essential principle to follow in 
devising reducing diets is that a good reducing 
diet is one on which the patient does not feel 
too hungry. The diversity of probable etiolo- 
gies makes it likely that different patients will 
feel more comfortable on different types of 
diet. In practice, the choice of foods and the 
feeding patterns of obese persons are as di- 
verse as those of normal subjects. It has been 
repeatedly found that most obese patients tend 
to do their overeating late in the day and at 
night, which indicates that evening eating 
should be controlled with particular care. 

Diet prescription should be an individual 
operation, adapted to the patient’s rate of 
energy expenditure and desired rate of weight 
loss. It should furnish an opportunity for edu- 
cation in the caloric value of foods. It also 
should permit nutrition education in general. 
Finally, it should be experimental; trial and 
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error will permit the finding of the most effec- 
tive diet as well as the most suitable schedule 
of exercise. “Fad” diets may have a short-term 
value, but they have no lasting educational or 
practical worth. If, as some have claimed, it is 
possible to “shrink” the stomach or “retrain 
the appetite.” special diets might perhaps be 
used for that purpose before a change is made 
to a more normal diet. The evidence offered 
in favor of this process is, however, very 
scant. In some cases, better success is obtained 
with smaller and more frequent meals. The 
practice of eating slowly seems desirable on 
physiologic grounds, since satiety mechanisms 
are likely to need time to take effect. It is also 
desirable on psychologic grounds. 

Desirable rate of weight loss—Too rapid a 
rate of weight loss is unnecessary and undesir- 
able. Excess weight has been accumulated over 
the years. The patient should get used to the 
idea that weight loss also is going to be a pro- 
gressive process and that it is infinitely more 
important to maintain a reduced weight than to 
achieve a dramatic but transient result. Too 
great a rate of weight loss will invariably go 
with fatigue, nervousness and inability to con- 
centrate, and it may have untoward somatic 
and psychologic effects. At best, such a dras- 
tic regimen has no educational value. The diet 
is so extreme that it will have to be consider- 
ably augmented eventually, and this creates 
the obvious danger of falling back into the old 
errors. In fact, those patients who are proudest 
of their success in losing weight quickly are 
often those who have had to lose weight often. 
There are indications that repeated weight 
gains and weight losses may be a greater stress 
on the organism than is static obesity. In fact. 
a loss of 2 lb. per week (corresponding rough- 
ly to a deficit of 1000 calories per day) seems 
to be reasonable for most adult patients: a 
loss of 1 Ib. a week (corresponding to a deficit 
of 500 calories per day) would still lead to a 
weight loss of 50 lb. in a year. Such moderate 
deficits still permit the establishment of diets 
centered around three adequate meals a day 
and can be used as a basis for the education 
of the patient. 

It goes without saying that the desired rate 
of weight loss in turn determines the caloric 
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content of the reducing diet. It is necessary 
to establish the proper deficit. To put all pa- 
tients to be reduced—truck drivers, small eld- 
erly ladies and even children—on a “stand- 
ard” reducing diet, e.g., a 1000 calorie diet, 
is absurd. 

Obesity in childhood and pregnancy—lt 
seems undesirable as a rule to attempt to re- 
duce weight by diet restriction in children or 
pregnant women. In a child, a better solution 
consists of manipulating the diet and the 
schedule of exercise in order to keep the 
child’s weight at its existing value and to let 
the child “grow up” to the weight. Similarly, 
in pregnant women, postpartum weight loss 
can be used to achieve at least part of the de- 
sired result. When dealing with obesity in 
childhood, it is important to remember that 
inactivity may be the major factor in the 
caloric imbalance, and that it may be easier 
and more effective to step up activity than to 
reduce food intake. Care must be exercised, 
particularly with children who have been obese 
since early childhood, not to do more harm 
than good. With present methods, the prog- 
nosis for such subjects is generally poor, and 
the psychologic trauma of persistent and tact- 
less attempts at reduction may be consider- 
able. Another old medical adage, “Nil nocere” 
(Do no harm), also applies to the therapy of 
obesity. 


In July... 
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One of the more common dermatoses, moniliasis often is misdiagnosed and 
improperly treated. Sites most often involved are the mouth, genital regions, 
paronychial tissue and intertriginous areas. The clinical picture varies with the 
location of the infection. Correction of environmental factors will aid in treat- 
ing the commonly encountered forms. Selection of one of the several available 
effective remedies is determined by the location and extent of the eruption. 


DISEASES OF THE SKIN—Third of a Series 


Cutaneous and Mucous 
Membrane Moniliasis 


EVERETT R. SEALE AND J. B. RICHARDSON 


Houston 


Mloniwiasis (candidiasis) is one of the more 
common dermatoses. Although it presents a 
characteristic clinical picture, it is frequently 
misdiagnosed and, therefore, improperly treat- 
ed. In view of this fact, it seems appropriate 
to identify the causative organism, to point 
out its salient clinical features, and to give a 
brief discussion of its treatment. 

Monilia is the name formerly applied to a 
genus of fungi now called Candida; with few 
exceptions, C. albicans is considered its only 
pathogenic member. This yeastlike fungus 
can be found in the normal mouth and vagina 
and in the stools of healthy persons, but its 
presence does not necessarily signify a dis- 
ease state. As a matter of fact, although yeast 
in the intestinal tract is frequently increased 
following the administration of broad-spectrum 
antibiotics, general health is rarely impaired. 
Furthermore, we have not seen any over-all 
increase in the incidence of cutaneous moni- 
liasis since these drug preparations have been 
in common usage. 

The exact reason that C. albicans assumes 
a pathogenic role is not known. It is recog- 
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nized that the lowering of host resistance, 
caused by diabetes, malnutrition or any of 
several debilitating systemic diseases, may be 
a contributing factor. However, its cutaneous 
manifestations are usually preceded by macer- 
ation of the skin or mucous membrane in 
areas subject to heat, moisture and friction 
or by pre-existing localized disease. 


Areas Affected by Moniliasis 


Moniliasis occasionally can affect the in- 
ternal organs and, in rare instances, can cause 
a generalized eruption; however, the sites 
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FIGURE 1. Thrush. ricure 2. Perléche. 


FIGURE 4, Monilial balanitis. 


ricure 3. Vulvovaginitis. 


FIGURE 5. Erosio interdigitalis blastomycetica. FIGURE 6. Interdigital involvement. 
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7. Groin involvement. re Moniliasis in infant. 


ricures 1] and 12. Monilial paronychia. 
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most frequently involved are the mouth, the 
genital regions, paronychial tissue and inter- 
triginous areas. Since the clinical picture 
varies with the location of the infection, it is 
necessary to discuss each of these separately. 

Mouth—A monilial infection of the tongue 
and buccal mucosa is called thrush (figure 1), 
and involvement of the corners of the mouth, 
perléche (figure 2). Loosely adherent whitish 
patches appearing on the mucous membrane 
are characteristic of thrush; cracks and fis- 
sures at the corners of the mouth signify 
perléche. Thrush is most frequently seen in 
infants and in adults who have debilitating 
systemic disease. Perléche may be associated 
with thrush, but it is more often found among 
the “droolers” in whom excessive moisture is 
present at the corners of the mouth, as in pipe 
smokers and persons with ill-fitting dentures. 

Vulva and vagina—Vulvovaginitis due to 
C. albicans produces severe itching which is. 
at times, out of all proportion to the clinical 
findings. The discharge is usually thin and 
watery, although it may assume a milky ap- 
pearance if the vaginal-wall is covered with 
a whitish membrane. Superficial erosions are 
frequently present. The vulva may be red and 
swollen and the infection may extend to the 
adjacent intertriginous sites (figure 3). 

Glans penis—A superficial, moist-appear- 
ing, red dermatitis of the glans, with small 
flaccid vesicles about the coronal sulcus. is a 
characteristic sign of moniliasis at this site 
(figure 4). 

Intertriginous areas—The axillae, infra- 
mammary and groin regions, the intergluteal 
fold and the interdigital spaces are all subject 
to C. albicans infection. The midportion of 
an involved site is bright red and exudative, 
while about the borders are small, flaccid, very 
superficial vesicopustules. Infection of inter- 
triginous areas may be incapacitating (figures 
5 through 10). 

Paronychial tissue—Chronic paronychia 
due to Candida frequently occurs. The in- 
volved areas are swollen and tender and occa- 
sionally may exude a thin purulent material. 
If not treated, the condition persists indefi- 
nitely until all or most fingers are involved. 
Erosion and discoloration of the sides of the 
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FIGURE 13. Yeast cells and mycelia. 


nails develop and, eventually, the entire nail 
plate becomes discolored and thickened ( fig- 
ures 1] and 12). 


Diagnosis 


The laboratory diagnosis of moniliasis is 
simple and is rapidly performed. The border 
of the suspected area is scraped with a sharp 
scalpel, and the material is placed on a glass 
slide to which is added a drop of 10 per cent 
potassium hydroxide. This is gently heated 
over a gas flame; a cover slip is applied, and 
the material is examined under high-power 
magnification. Candida will be seen as branch- 
ing mycelia surrounded by clusters of spores 
(figure 13). The exact identity of the organ- 
ism can be confirmed with culture. 


Treatment 


General supportive and corrective measures 
should be instituted in cases of moniliasis as- 
sociated with malnutrition, avitaminosis, obes- 
ity, diabetes, etc. However, in most instances. 
the disease affects seemingly healthy individ- 
uals who do not have apparent contributing 
illnesses. Correcting environmental factors, 
such as excessive exposure to soap and water, 
friction and sweating, will aid in treating the 
commonly encountered cutaneous forms. 

There are several effective remedies, each 
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with advantages and disadvantages, which are 
indicated by the location and extent of the 
eruption. Gentian violet is a particularly useful 
drug when employed in the proper concentra- 
tion. The commonly recommended 1 and 2 
per cent solutions almost invariably will prove 
irritating if used over a period of several days. 
An aqueous solution of 1:5000 dilution is 
equally curative but does not produce adverse 
reactions on prolonged usage. The solution 
may be used in oral moniliasis and on inter- 
triginous sites. The staining produced by gen- 
tian violet is undesirable, but the drug is non- 
toxic and nonirritating and is inexpensive. 

A modified form of Castellani’s paint is 
especially useful in adults who have a limited 
extent of weeping moniliasis of the intertrigi- 
nous areas. The solution is prepared by omit- 
ting the basic fuchsin from the original formu- 
la and diluting with water to one-half strength. 
It does not stain; it rapidly relieves itching 
and promotes dryness. Due to its high phenol 
and resorcinol content, this solution should 
not be used over extensive areas. 


In July... 


The antibiotic nystatin (MyCosTATIN®) is 
decidedly valuable in treating some cases of 
moniliasis. The vaginal tablets are particular- 
ly useful in vulvovaginitis, and the ointment 
may be used for perléche, penile involvement, 
and for the mild recurring type of intertrigi- 
nous infection. The oral suspension is effec- 
tive in thrush. 

The treatment of monilial paronychia de- 
pends on the acuteness of the process. If the 
area is acutely inflamed due to bacterial in- 
vasion, hot boric acid soaks followed by ap- 
plication of antibiotic ointment are indicated. 
In treating the chronic phase of the disease, it 
is important to clean out the pockets at the 
sides of the nail with a small curet. A medi- 
cament which produces dryness, such as 4 per 
cent chrysarobin in chloroform, is then paint- 
ed on once daily. Debris which collects about 
the borders of the nail should be removed 
periodically. Fractional doses of x-ray are 
beneficial. It is most important that the in- 
fected parts are kept dry and that the doctor 
resists the temptation to remove the nail. 


Psoriasis: Recent Advances in 


Diagnosis and Management 


Rees B. Rees, M.p., University of California School of Medicine, San Francisco 
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Self-help Devices: Drinking 


EDWARD W. LOWMAN AND HOWARD A. RUSK Ss 


ta 
Institute of Physical Medicine and Rehabilitation ; a 
and the Arthritis Self-help Device Office* 
New York University-Bellevue Medical Center, New York 
te 
b 
FIGURE la and b. When lifting a I 
drinking container is difficult or im- f 
possible, one of several devices may | 
help. Simplest is the plastic straw r 

which may be cut to the needed 
length and bent for comfortable ap- } 
proach to the mouth. The metal clip | 
~ to steady the straw is not commer- I 

4 cially available but can easily be , 
made. A wooden platform (b) to ‘ 
stabilize and tilt the glass is avail- 
able from Adjustics, 169 Thompson 

Street, New York. Approximate cost 
is $2.50. 


FIGURE 2a, b and c and FicuRE 3. 
When gripping power is the main 
problem, this metal clip (not avail- 
able commercially) will add a “han- 
dle” to a glass. A “Clip-On” coaster 
(figure 3) also will serve this pur- 
pose. It consists of a chrome-plated 
metal clip locked by a handle to a 
durable plastic coaster. Coaster is 
available in sets of four from Miles 
Kimball, Oshkosh, Wisconsin; ap- 
proximate cost is $2.00. 


FicuRE 4. An extension handle offers 
greater surface for gripping a cup. 
Although this device does facilitate 
grasping, the wooden handle will in- 
crease the total weight. The wooden 
peg is removable if it proves a hin- 
drance. Available from Adjustics; 
approximate cost is $2.50. 


*Supported at the Institute by the Arthritis and Rheumatism Foundation. 
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ricuRE 5. The “Tommee Tippee,” a plastic, twin-handled cup, has a weighted base and comes with two types of 
covers: (1) a “see-through” lid provided with punctures for flow of liquid and (2) a tightly fitted plastic lid with a 
spout. Available from J. A. Preston, 175 Fifth Avenue and from Fascole, 229 Fourth Avenue, New York. Cost is ap- 
proximately $1.00. If breakage is not a consideration, Miles Kimball offers a two-handled ceramic cup inscribed with 
vreetings. Cost is $1.25. 


ricurE 6. Lightweight drinking con- 
tainers help reduce strain in lift- 
ing. The “Tervis Tumbler,” a dou- 
ble-walled tumbler of lightweight 
plastic or LuctTE®, is unbreakable 
with normal usage and nonsweating, 
and its outer surface remains at room 
temperature for an appreciable peri- 
od no matter how chilled the inner 
contents. Tumbler is manufactured 
by the Detroit Macoid Corporation, 
Detroit 4, and sold in sets of four at 
prices ranging from $5.00 to $10.00 
per set, depending on material and 
design. 


FicuRE 7. “Serv-All” tumbler and 
pitcher are made from cymMac®, a 
new material resistant to heat and 
nonbreakable with normal use. Units 
do not sweat and when used with 
the lid they act as a THERMOS®, keep- 
ing contents hot or cold for apprecia- 
ble periods of time, with the outer 
surface remaining at room tempera- 
ture. Available from the Evenal 
Company, 906 Westfield Avenue, 
Elizabeth, New Jersey. Approximate 
cost, $1.00; pitcher, $10.00. 


FIGURE 8. When weakness, poor co- 
ordination or recumbency in bed may 
cause spillage, a device marketed as 
“Kant Spill” may help. The top has 
a series of punctures to allow flow of 
fluid for normal intake, and addi- 
tional holes can be added. Available 
in drug and department stores at 
approximately $0.50 or from Baby 
World Co., Inc., Long Island City, 
New York. 


FicuRE 9. “Wonder-Flo” cup is also 
helpful in solving problem of spillage. 
Fluid is drawn from a spout. Fairly 
thick soups can be used. Cup is 
made of Du Pont nyLton® which 
can be sterilized. Available from J. 
A. Preston and Fascole; approxi- 
mate cost is $2.00. 


FicuRE 10. A plastic container with 
a tightly fitting cover into which a 
hole has been punctured for a plas- 
tic straw may be improvised as a 
substitute to help problem of spillage. 


The next feature in this series will cover devices and suggestions helpful in the problems of 
dressing, including some of the new clothing designed for the handicapped by Clothing Re- 
search, Inc., 307 West 38th Street, New York 1, New York. 
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Hines, Illinois 


A 19 year old Negro man was readmitted to 
Hines Veterans Administration Hospital on 
September 6, 1957. He previously had been 
discharged on August 3, 1957, following treat- 
ment for a generalized vesicular and bullous 
eruption involving his entire body. On his sec- 
ond admission, the patient had painful swell- 
ing and skin eruptions of the legs of one week’s 
duration. The condition had not improved with 
starch baths, which were prescribed by a pri- 
vate physician. 

The patient formerly had been employed as 
a car washer and car hiker, but he had not 
worked during the past two years. In World 
War II he served with the armed forces in 
Europe. He stated that he smoked one-half 
package of cigarettes and drank two to three 
bottles of beer daily. History revealed that he 
had been hospitalized three times for heart dis- 
ease and once, eight years before the present 
admission, for pneumonia. He had had a her- 
niorrhaphy in 1935, and in 1952 he had had 
bone grafting following fracture of both legs. 
He had taken digitalis for two years and had 
been given injections of mercurial diuretics 
for several years before his last hospitaliza- 
tion. Family history showed only that the pa- 
tient’s parents had died from unknown causes. 

The systemic review showed that the pa- 
tient had no headaches or dizziness; however, 
he had had poor vision for a number of years. 
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CLINICOPATHOLOGIC 
CONFERENCE 


Report From Veterans Administration Hospital, 


Edited by William J. Gillesby, M.D., Assistant Chie}, Surgical Service 


Examination of the ears, nose and throat re- 
vealed no significant findings, and the patient 
had no cough. He slept on one pillow at night. 
and, for the past few years, he had complained 
of exertional dyspnea and ankle edema. There 
were no remarkable findings in examination 
of the gastrointestinal and the genitourinary 
systems. 

Physical examination on admission showed 
that the patient was well developed, well nour- 
ished and in no acute distress. Blood pressure 
was 120/80, pulse rate 80 per minute, and 
temperature 98° F. Skin turgor and hydration 
were normal. The pupils were equal and re- 
acted to light and accommodation. Bilateral 
arcus senilis was present, and a funduscopic 
examination revealed a grade I Keith-Wagner 
fundus. Ear, nose and throat examination was 
negative, but the patient had many carious 
teeth. His neck was supple, and there was no 
evidence of masses or lymphadenopathy. The 
lung field was clear to percussion and ausculta- 
tion. The point of maximal impulse was in the 
fifth intercostal space in the anterior axillary 
line. The A, sound was equal to the P, sound. 
There was a splitting of the second heart 
sound, but no audible murmurs. The edge of 
the liver was palpable two fingers below the 
right costal margin and was not tender. The 
kidneys and spleen were not palpable. Peri- 
staltic sounds were normal. The patient had a 
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ichenoid eruption on both hands and an ec- 
yematoid pustular eruption on both lower ex- 
iremities. There was 1 plus pitting edema of 
ihe left leg. Rectal examination was negative, 
and there was no tenderness in the back. Neu- 
rologic examination showed the presence of 
bilaterally equal deep tendon reflexes. From 
these findings, it was thought that on admis- 
sion the patient had eczematoid dermatitis, 
heart disease with coronary arteriosclerosis, 
cardiomegaly, and myocardial insufficiency. 

Laboratory data—Laboratory studies re- 
vealed a white blood cell count of 16,700, with 
76 per cent neutrophils, 21 per cent lympho- 
cytes, and 3 per cent eosinophils. Hemoglobin 
was 14.5 gm. per cent and hematocrit 42 per 
cent. The urine showed a trace of albumin, 
with 3 to 5 white blood cells and 2 to 4 red 
blood cells per high-power field. The specific 
gravity was 1.015, nonprotein nitrogen 32.2, 
and glucose 104. Laboratory data are sum- 
marized in table 1. 

Hospital course—The dermatologist who 
saw the patient reported diffuse scaling over 
both hands and scaling, crusting lesions over 
the feet, with maceration between the toes. 
This was diagnosed as dermatophytosis with 
an id reaction and, possibly, scattered pyo- 
derma. Two potassium permanganate soaks 
per day, with intermittent applications of zinc 
ointment and 5 per cent ammoniated mercury 
ointment, were recommended. About one week 
later, Burow’s solution soaks were applied to 
the arms and legs. With this treatment, the 
dermatitis slowly began to clear; two weeks 
later, the progress notes described the condi- 
tion as “much improved.” At this time, the 
rash on the face and hands had practically dis- 
appeared, and the patient had no complaints. 

At the time the patient was admitted, chest 
x-rays showed a cardiac enlargement, pre- 
dominantly on the left side, and calcific den- 
sities in the right lung field. An electrocardio- 
gram revealed coronary insufficiency and an 
old myocardial infarction of the anterior wall. 
On October 1, there were some rales in the 
base of the left lung, and the heart was seen 
to be enlarged to the anterior axillary line. 
The P, sound was greater than the A, sound, 
and the blood pressure was 110/70. The liver 
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was three fingerbreadths down, and dermatitis 
was seen on the legs. The patient was digi- 
talized. On October 7 he appeared to be com- 
pensated and his skin was clearing. He was 
receiving penicillin for a dental infection at 
this time. An electrocardiogram on October 
10 showed auricular fibrillation, digitalis ef- 
fect, strain of the left ventricle, and evidence 
of an old myocardial infarction of the anterior 
wall. (The same findings were evident in an 
electrocardiogram on October 29.) An x-ray 
on October 11 showed no essential findings 
other than an enlargement of the heart. 

On October 12, the patient was considered 
ready for discharge: however, four days later, 
he had a spiking temperature of 105.2° F. 
and some cough. Physical examination dem- 
onstrated rales in the right lower lobe, with 
consolidation. Although an x-ray on October 
16 showed no evidence of pneumonia, a prob- 
able pneumonitis was seen in the right upper 
lobe on October 19. The dosage of penicillin 
was increased to 600,000 units twice daily, 
but the patient’s temperature spiked to from 
102 to 103° F., and he had a persistent cough. 
Blood cultures made at this time were nega- 
tive. On October 20, the patient was some- 
what improved, but a slight scleral icterus was 
noted. Since penicillin did not seem to alter 
the septic course, medication was changed to 
chloramphenicol, and the patient was given 
intravenous fluids. During the next few days. 
the temperature fluctuated somewhat, but it 
had returned to normal by October 26. 

On November 5, the patient complained of 
cramping umbilical pain, and his temperature 
spiked to 102.4° F. An x-ray showed bilateral 
pulmonary congestion with clearing of the 
right base, but a superimposed pneumonitis 
could not be excluded. Liver profile studies at 
this time were recorded, but stool color was 
not described. The patient’s condition was 
poor. He had pain in the right upper quad- 
rant, with slight enlargement of the liver and 
tenderness at the edge. The sclerae were ic- 
teric. His temperature again fluctuated. In a 
cholecystogram done on November 13, the 
gallbladder was not visualized and no stones 
were demonstrated. An upper gastrointestinal 
series was normal. An electrocardiogram on 
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TABLE 1 
Laporatory Data 
TESTS 9/9 | 10/16 10/21 10/23 10/30 W/s | au 18 | 11/20 
White blood cells 16,7 | 13,400 7,950 | 9800 16,800 20,400 1 10,800 12,700 
Differential neutrophils | 76 | 89 63 | 67 77 0” | 72 69 
Lymphocytes 23 | 32 22 1 | 21 | 28 
Monocytes | 9 | | | 4 
Eosinophils | 3 1 3 
Hemoglobin (gm. per cent) 145 | 95 | 9.4 | 10.0 12 10 | 10.5 
Hematocrit (per cent) 42 | | 35 | 28 31 38 32 | 30 
Cholesterol | 240 | | 136 | 
Cholesterol esters | 173 | 68 
Amylase | | | | 19.6 | 
Lipase | | 115 
Sodium 133 | 139 130 | 
Potassium 5.10 4.75 4.90} 5.70 
Urea nitrogen | 16.7 16.1 
Nonprotein nitrogen 32.2 81.6 100.1 
Glucose 114 | 89 
Carbon dioxide 22.0 20.8 17.3 8.8 
Chlorides 101 100 111 104 
Uric acid 11.3 
Van den Bergh 
Direct 1.2 10.8 10.1 
Indirect 0.8 3.2 | 2.9 
Alkaline phosphatase 7.6 14.3 14.4 
Thymol turbidity 2 2 4 
Cephalin-cholesterol flocculation | Negative 
(24 to 48 hr.) | 
Prothrombin 113 or 100 
Sedimentation rate (mm.) 30 | 
Blood cultures Negative | Negative | | Negative 
Lee-White clotting time (min.) | 55 
Bleeding time (min.) | | 4 
Bile | | | Trace to 
Urobilinogen | | | | 1 plus | 
} 0.40 unit | 
| | | | ge 100 | 


Several cardiolipin microflocculation and complement fixation tests gave weakly reactive results. 


10/9—Sickle cell preparation was negative. 


10/21, 10/24, 11/5 and 11/13—Sputum was positive for alpha hemolytic Streptococcus, Staphylococcus aureus and 


coagulase; negative for fungi. 


10/25—Heterophil antibody titer, cold agglutinations and febrile polyagglutinations were negative. 


11/17—Malaria smear was negative. 


11/19—The Coombs test was negative. Red blood cell fragility test showed microhemolysis 0.42 per cent and com- 


plete hemolysis 0.32 per cent. 
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November 15 showed findings compatible with 
in old myocardial infarction of the anterior 
wall, and an acute electrolyte imbalance, with 
prolongation of the QT interval and a wide T 
wave suggestive of hypokalemia. The rate sug- 
gested an auricular fibrillation. 

On November 16, a surgical consultant con- 
cluded that the jaundice demonstrated by the 
patient resulted from a medical condition, 
and that even if the underlying cause could 
be corrected by surgery, exploration was not 
advisable because of the increasing jaundice. 
Physical examination revealed a mild tender- 
ness in the right upper quadrant, extending 
across the upper epigastrium into the left up- 
per quadrant. The liver border could not be 
palpated. Definite tenderness existed along the 
subcostal margin from right to left. It was not 
possible to palpate masses, gallbladder or 
spleen. There was no rebound tenderness, and 
rectal examination was negative. The patient 
was given intravenous fluids and chloram- 
phenicol. 

On November 18, the surgical consultant 
thought these symptoms were compatible with 
gallbladder disease, but he did not recommend 
surgery because of the patient’s poor condi- 
tion. The patient became comatose on Novem- 
ber 19. His breath had a fetid odor thought 
to be characteristic of pulmonary suppuration, 
and the possibility of an abscess of the lung 
was considered. Respiration became rapid and 
shallow; the pulse rate was 84 per minute, 
and a protodiastolic gallop rhythm was pres- 
ent. The abdomen was distended and bowel 
sounds were heard. A Levin tube was inserted. 
The surgeon who saw the patient on Novem- 
ber 20 considered the possibility that jaun- 
dice had developed as a result of the mercurial 
injections and that an obstructive phase of 
hepatitis was present. Other causes of jaun- 
dice were considered, such as cirrhosis of the 
liver with decompensation, viral hepatitis, 
and cirrhosis associated with gallbladder dis- 
ease. The possibility of a common duct ob- 
struction with ascending cholangitis also was 
mentioned. Later that day, the patient’s blood 
pressure fell and abdominal distention in- 
creased. Gastric suction yielded 1000 cc. frothy 
yellowish fluid. The pulse rate was 30 per 
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minute and blood pressure was unobtainable. 
The patient died at 10:15 p.m. 


Discussion 


DR. EDWARD O. WILLOUGHBY (assistant chief, 
medical service): This man had previously 
been hospitalized at Hines for a skin condi- 
tion, and had been hospitalized several times 
elsewhere for a cardiac condition. When a pa- 
tient with an obscure clinical condition is pre- 
sented, | am always curious about his occupa- 
tion. This man was a car washer and a car 
hiker. Thus, the fractures of the legs, which 
occurred in 1952, might have been caused by 
car bumpers. Bone grafting was done subse- 
quently. In regard to the cardiac condition, I 
would like to mention that acute cor pulmonale 
results from fat embolism, but | am not aware 
that this is true of chronic cor pulmonale. 

When this patient was readmitted to Hines 
on September 6, 1957, the systemic review re- 
vealed exertional dyspnea and ankle edema. 
Physical examination showed that he was only 
“superficially” ill; he was hospitalized only 
because of a skin involvement. He had many 
carious teeth, which, like the skin, are an ex- 
cellent source of bacteremia. Dental infections 
often produce a streptococcal bacteremia, 
while skin infections characteristically cause 
a staphylococcal bacteremia. The patient had 
cardiac enlargement. The liver was slightly 
down but was not tender. Eczematoid dermati- 
tis and an id eruption were diagnosed, and 
there was some complicating furunculosis. The 
1 plus pitting edema of the left leg may have 
been associated with the skin condition and 
probably was not due to cardiac decompensa- 
tion. No murmurs were heard. I agree with 
the diagnosis made at admission, i.e., derma- 
titis and coronary arteriosclerosis. Later, an 
electrocardiogram showed evidence of an old 
myocardial infarction. Leukocytosis, a nor- 
mal hemoglobin and hematocrit, and minimal 
abnormalities in the urine also were noted. 

Dermatologic treatment was successful, and 
on October 12 the patient was considered 
ready for discharge. However, a spiking tem- 
perature to 105.2° F. and a cough developed, 
and it was thought that the patient had pneu- 
monia. He was treated with increasing doses 
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of penicillin and then with chloramphenicol. 
Chest x-rays showed bilateral infiltrations, and 
an initially painless jaundice was noticed. 
These conditions may occur with pneumonia. 
On November 5, the patient complained of 
cramping umbilical pain. There was no previ- 
ous history of gallstone colic or indigestion. 
Studies of liver function and x-rays of the 
gallbladder were obtained. The patient’s course 
was downhill; a fetid breath odor developed, 
and a pulmonary abscess was suspected. Aspi- 
ration with a Levin tube yielded some frothy 
yellowish fluid, which indicated that the gas- 
trointestinal tract contained a certain amount 
of bile. On November 20, the blood pressure 
fell, abdominal distention increased, and the 
patient died that night. 

Except for evidence of auricular fibrillation, 
digitalis effect, strain of the left ventricle, and 
an old myocardial infarction of the anterior 
wall, electrocardiographic findings were not 
particularly helpful. The prolonged QT inter- 
val with a wide T wave suggested hypokalemia. 
At the time, the potassium level in the serum 
was normal. Electrocardiographic findings and 
the electrolyte level are not always parallel. 
During most of his last hospitalization, the pa- 
tient had leukocytosis, with neutrophils rang- 
ing between 63 and 90 per cent. Cholesterol 
level dropped from 240 to 136. This may oc- 
cur with severe liver disease. The nonprotein 
nitrogen was normal during most of the hos- 
pitalization, rising to 81 and 100 mg. per cent 
only terminally. Considerable acidosis was 
present. Why was a uric acid determination 
ordered? Was some clever person looking for 
the low uric acid of Wilson’s disease? There 
was no sign of gout. Three blood cultures were 
negative. The rising bilirubin was chiefly di- 
rect and was accompanied by an alkaline 
phosphatase of 14. This suggests obstructive 
jaundice. Liver function tests were normal. A 
urinary urobilinogen test must be run prompt- 
ly; if the specimen is allowed to stand, the 
results always are normal. 

The patient clearly had a septicemia. Did 
he have bacterial endocarditis? The fever, 
leukocytosis, changing pulmonary infiltrations, 
jaundice, poor response to usual doses of anti- 
biotics, and congestive heart-failure are com- 
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patible with this diagnosis, but no murmurs 
were described. The blood cultures were nega. 
tive, and there was no splenomegaly or pe. 
techiae. Blood cultures usually are negative 
with endocarditis of the right side of the heart. 

Could the septic course have originated in 
the biliary tract? A cramping abdominal pain 
obstructive jaundice, fever and leukocytosi: 
are characteristic of common duct stone and 
cholangitis. The jaundice antedated the ab 
dominal-pulmonary abscesses. The fetid breath 
and pulmonary infiltrations are compatible 
with this possibility. 

It is doubtful that congestive heart-failure 
could have caused any pathologic condition in 
the liver. Sherlock mentioned that in chronic 
congestive heart-failure (which this patient 
did not have) there could be an elevated se- 
rum bilirubin, mainly direct, up to 20 or 22 
mg. per cent; but the cholesterol is normal. 
and the alkaline phosphatase and results of 
liver function tests usually are normal. In some 
cases, administration of chloramphenicol will 
lead to blood dyscrasias, and jaundice has 
been known to occur in two cases; however. 
I doubt that administration of chlorampheni- 
col had anything to do with the liver disease 
in this patient. Penicillin does not produce 
hepatic lesions in animals; furthermore, this 
patient was given relatively small amounts of 
penicillin. It was suggested that the jaundice 
may have resulted from administration of mer- 
curial diuretics. Of course, you can never say 
“never” in medicine, but mercurial diuretics 
are apparently quite innocuous as far as the 
liver is concerned. In Schiff’s definitive trea- 
tise on the liver, neither Goodman and Gil- 
man nor Friedberg mentioned the possibility 
that mercurial diuretics may produce liver 
toxicity. 

My diagnoses in this case are: (1) common 
duct stone; (2) cholangitis and liver abscess- 
es; (3) lung abscess or pneumonitis; (4) ar- 
teriosclerotic heart disease, congestive heart- 
failure and an old myocardial infarction; and 
(5) acute staphylococcal endocarditis of the 
tricuspid valve, as an alternative to the diag- 
nosis of liver abscess. 

RADIOLOGIST: A chest x-ray on September 
9 revealed the transverse cardiac diameter to 
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be enlarged in excess of 25 per cent. Pulmo- 
nary congestion was present, with numerous 
rounded areas of increased density noted par- 
ticularly in the right lung field. These were 
the residue of a previous inflammatory process. 

Enlargement of the left ventricle was con- 
firmed. Thus, the cardiac series represented 
enlargement of the left atrium and of the right 
and left ventricles. 

Because the gallbladder was never visu- 
alized, a repeat study of fat absorption was 
recommended. 

DR. W. C. HOPKINS (senior resident in gen- 
eral surgery): Dr. Willoughby may be sur- 
prised that from the surgical aspect | agree 
on the major parts of his diagnoses. Although 
1 am not sure about the bacterial endocardi- 
tis, | did consider the differential diagnosis 
of jaundice. It has been observed that the 
various laboratory tests are sometimes con- 
fusing: for example, a test which may be diag- 
nostic of an obstructive type of jaundice in 
one case may be positive for a parenchymatous 
type of jaundice in another case. The labora- 
tory findings in this case seem to represent an 
obstructive jaundice. This brings us to the 
important question of whether or not surgical 
intervention should have been attempted if 
this had been considered an obstructive type 
of jaundice. The fluctuating fever together 
with the appearance of jaundice could indi- 
cate a common duct stone, despite the fact 
that the history did not show any previous 
cholecystitis. The patient had a positive direct 
reaction to the Van den Bergh test. Alkaline 
phosphatase was elevated, and results of the 
thymol turbidity and cephalin-cholesterol floc- 
culation tests were negative. Although such is 
not always the case, these findings could indi- 
cate that this was initially an obstructive 
rather than a parenchymatous type of jaun- 
dice. It also should be remembered that the 
clinical course of this patient did not improve: 
higher dosages of antibiotics might have pro- 
duced some change. 

Should surgery have been seriously consid- 
ered at any time during this patient’s illness? 
I think that an operation might have been con- 
templated between October 26 and 30; at 
that time, the patient’s temperature was nor- 
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mal and his condition had not become worse. 
However, the history of previous cardiac dis- 
ease would make this patient a poor surgical 
risk. As early as October 23, the Van den 
Bergh test was direct, alkaline phosphatase 
was elevated, and results of the cephalin-cho- 
lesterol flocculation test were negative. 

According to the protocol, several tests 
which would have been helpful in diagnosis 
were not done. Since there was no mention 
of the stool color, | assume that it probably 
was normal. The protein and the albumin- 
globulin ratio determinations were not done. 
Urobilinogen was mentioned only as having 
been found in the stool. It is assumed that the 
patient still had some bile in the stool, be- 
cause there was bile in the Levin suction even 
in the terminal phase of his illness. A pro- 
thrombin test was done late in the course; if 
the prothrombin time had been determined 
earlier and if it had been reduced in response 
to vitamin K therapy, it might have been of 
some significance. It was not indicated wheth- 
er or not the jaundice was accompanied by 
itching. 

If obstructive jaundice had been diagnosed 
earlier, would this patient have had a better 
chance of survival? (1 am assuming, on a per- 
centage basis, that if this were an obstructive 
jaundice it was caused by a common duct 
stone.) Jaundice increases the surgical risk, 
and an operative mortality of 15 to 20 per 
cent has been recorded in patients with cir- 
rhosis. When hepatitis is present in patients 
operated on for what was assumed to be ob- 
structive jaundice, a mortality of 90 per cent 
has been recorded in some series. This patient 
obviously did not have a complete obstruc- 
tion, since bile was still being returned from 
the Levin tube. It is true that incomplete ob- 
struction of the biliary tract can be tolerated 
almost indefinitely, barring complication. I 
believe, however, that this patient did have 
a complication, probably an ascending cho- 
langitis. I could not determine if liver ab- 
scesses were present. 

Whether or not the diagnosis was definite, 
it formerly was hazardous to operate on a 
jaundiced patient. However, in the light of 
more modern methods, mortality has dropped 
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considerably. The fact that the mortality in 
surgical procedures in jaundiced patients with, 
for instance, a common duct stone has de- 
creased from 15 per cent to an estimated 4 
per cent is undoubtedly due to our increased 
understanding of four of the major problems 
that can develop following operation. Hemor- 
rhage was probably the chief problem for- 
merly encountered during and after surgery 
on a jaundiced patient. Preoperative and post- 
operative use of vitamin K therapy has virtu- 
ally eliminated this problem. Another trouble- 
some entity following surgery in a jaundiced 
patient was the long biliary drainage via T 
tube. We now feed the bile back to the pa- 
tients, and they do quite well. So-called liver 
shock also accounted for high mortality in 
operations of this kind. The work of Cole and 
others has indicated that this may have been 
caused by the inopportune ligation of the he- 
patic artery at the time of surgery. These 
workers also discovered that this condition 
seldom proves fatal if antibiotics, particularly 
penicillin, are used. The. fourth complication 
which commonly occurred following surgery 
on jaundiced patients was the so-called hepa- 
torenal syndrome. I cannot clearly define this 
condition; however, it includes the afore-men- 
tioned liver shock and some renal irritation. 
Antibiotics, high-protein foods, and the use 
of enemas to clear the bowel, where the am- 
monia is picked up by the blood, are helpful 
in combating this condition. 

In conclusion, I believe that this patient 
had a common duct stone with an ascending 
cholangitis and, possibly, liver abscesses. How- 
ever, I also believe that a surgeon would have 
needed a lot of courage to have operated or 
even to have seriously considered operating 
on this patient. 


Pathologic Report 


DR. V. R. JABLOKOW (staff physician, labo- 
ratory service): Postmortem examination 
showed that this patient had marked scleral 
icterus. The heart was notably enlarged, weigh- 
ing about 600 gm. Old epicardial adhesions 
were seen on the anterior surface of the heart; 


there was an area of healed myocardial in- 
farction, and the microscopic section showed 
interstitial myocardial fibrosis. Although the 
narrowed coronary arteries contained some 
atheromatous deposits, they were patent. The 
left side of the ventricular wall was hyper- 
trophic, and all chambers were dilated. The 
combined weight of the lungs was 1800 gm.., 
and dense adhesions were seen on the right. 
Marked pulmonary edema and chronic con- 
gestion were present on the right side; there 
were some foci of bronchopneumonia, but no 
lung abscesses. The most significant findings 
were in the liver, which weighed 2000 gm. 

The dilated gallbladder showed multiple 
small black stones. The common duct con- 
tained several stones, and one large stone was 
impacted in the ampulla of Vater, almost com- 
pletely obstructing the outlet. The liver was 
greenish-yellow, and pus of this color drained 
from the common duct and from the hepatic 
ducts, which were dilated. A slide showed bac- 
terial colonies in the portal tract and in the 
bile duct area, and there was acute inflamma- 
tion around the duct. Acute cholangitis with 
bacterial colonies was preseni. 

Palpation revealed that the pancreas was 
hard, and microscopic section showed marked 
fibrosis, with fibrous tissue replacing the pan- 
creatic gland. The spleen was enlarged and 
congested. The kidneys were enlarged, edema- 
tous and showed areas of chronic pyelonephri- 
tis. Many bile plaques were seen in the bile 
ducts in sections of the liver. 

The final diagnoses in this case were: (1) 
acute ascending cholangitis secondary to par- 
tial obstruction of the common duct by stone: 
(2) chronic pancreatitis with fibrosis; and 
(3) cardiomegaly with interstitial fibrosis and 
an old infarction, which probably accounted 
for the patient’s symptoms. There was no en- 
largement or thickening of the right side of 
the heart and no chronic cor pulmonale. 

In retrospect, one can see that the jaundice 
was a surgical condition. If the patient had 
been seen earlier or his condition diagnosed 
sooner, drainage of the common duct might 
have been accomplished. 
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CLINCAL STUDY 


Hypochromic Anemia of Pregnancy 


A NEW DIAGNOSTIC AID AND ORAL THERAPY 
WITH FERROGLYCINE SULFATE COMPLEX 


MARTIN L. STONE,* ALVIN M. DONNENFELD, 
JULIUS POMERANZE AND LOUIS J. SALERNO 


New York Medical College, Flower and 
Fifth Avenue Hospitals, New York 


Estimates of the in- 
cidence of microcytic 
hypochromic anemia in 
pregnancy vary from 9 
to 72 per cent.’ * This 
type of anemia charac- 
teristically signifies an 
iron deficiency that is 
found in prenatal clin- 
ics throughout the 
world, at all levels of 
society.’ In women of 
childbearing age, iron balance normally is 
precarious, but this anemia seldom is severe 
enough to warrant drastic therapy. When the 
iron deficiency is greatly intensified during 
pregnancy, predisposing to serious hemor- 
rhage, steps should be taken immediately to 
replenish iron stores. 

Early replacement therapy precludes seri- 


MARTIN L. STONE 


*Director and Professor, Department of Obstetrics and Gynecology, 
New York Medical College, Flower and Fifth Avenue Hospitals, New 
York, New York. 
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ous iron depletion and avoids the risk of major 
hemorrhage at parturition. The relationship 
between the nutritional status of the expectant 
mother and the outcome of the pregnancy is 
well established. Improvement of prenatal care 
is a medical problem which requires new in- 
vestigations to help reduce maternal deaths 
even further (figure 1). 

Dietary measures alone rarely correct an 
established iron deficiency satisfactorily, and 
in pregnancy medicinal iron is a prime requi- 
site.” Adequate oral iron therapy is not easy 
to provide. Many complicating factors can 
interfere to prevent the iron from reaching 
the blood-forming organs. Iron penetrates the 
mucosal barrier of the digestive tract only 
after certain conditions are met.° Generally, 
iron salts, on dissociation in an alkaline me- 
dium, change into relatively insoluble ferric 
complexes and only about 20 per cent of the 
iron ingested is available for absorption.’ Al- 
though pregnancy may increase absorption 
rates considerably, other factors usually offset 
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FIGURE 1. Incidence of anemia of pregnancy. Range of hemoglobin during pregnancy and post partum in untreated 
patients. (Luhby, A. L. and Donnenfeld, A. M.: Unpublished data.) 


this advantage. The iron hydroxides, both 
ferrous and the newly created ferric, react 
with a variety of organic molecules to form 
complexes, many of them nonabsorbable.” 
Once digestive products have combined with 
iron and formed insoluble waste, the latter 
may behave as an irritant to produce such 
distressing side effects as colicky pain, con- 
stipation and diarrhea.” These common prop- 
erties of iron compounds generally limit their 
usefulness for replacement therapy and point 
to the need for medicinal iron that penetrates 
the absorptive barrier. 

Essentially, all ferrous hydroxides are iden- 
tical, but the complexes they may form in the 
digestive tract are not. When iron hydroxide 
combines with a protein molecule within the 
mucosal cell, ferritin is formed. This phase 
is critically influenced by whatever organic 
acids may have formed complexes with the 
iron.'? Environmental conditions of the in- 
testinal fluids containing iron as well as the 
distribution of proteins in the mucosal cells 
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determine how much or how little iron will 
be absorbed. Unquestionably the therapeutic 
potential of any iron preparation lies in its 
capacity to supply iron that will be adequately 
absorbed and well tolerated by most patients. 

One of us (J.P.) has determined the thera- 
peutic index of a new iron preparation, fer- 
roglycine sulfate complex, and ascribed ex- 
cellent performance to it.'' In other clinical 
trials, absorption and tolerance of this new 
iron hematinic have been exceptionally 
Physicochemical studies have fur- 
ther revealed that ferroglycine sulfate com- 
plex is uniquely qualified to supply ferrous 
ions that will readily combine with the pro- 
tein apoferritin within the mucosal cell."® 

We undertook a study to determine the 
hematologic response to oral therapy with 
ferroglycine sulfate complex and also to eval- 
uate a method for measuring the state of iron 
balance in pregnancy.'’ Hemoglobin and he- 
matocrit determinations were included to in- 
dicate the effectiveness of the iron replacement 
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FIGURE 2. Range of hemoglobin at parturition in three groups of patients: le/t to right, 35 patients without iron sup- 
plement to prenatal diet; 35 patients receiving molybdenum-iron complex; 37 patients treated with ferroglycine sul- 


fate complex. 


therapy. Serum iron and corpuscular hemo- 
globin were measured to ascertain the reliabil- 
ity of the hemoglobin readings in relation to 
peripheral volume changes of pregnancy. 


Material and Method 


Fifty-one patients in the last trimester of 
normal pregnancy, whose initial hemoglobin 
levels were less than 12 gm. per 100 ml., were 
selected at random from the clinic popula- 
tion. Their diets were considered adequate 
and comparable to the control group. Daily 
dosage of elemental iron, prescribed routine- 
ly apart from meals, was in the range of 120 
to 240 mg. (3 to 6 tablets of FERRONORD®"* ). 
Laboratory tests for hemoglobin concentra- 
tion, red and white blood cell counts, and 
hematocrit determinations were performed 
routinely at two to four week intervals during 
the last trimester of pregnancy and on the 


*Brand of ferroglycine sulfate complex (Nordmark 
Pharmaceutical Laboratories, Inc., Irvington, New 
Jersey). 
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third day post partum. Serum iron levels were 
determined as indicators of the rate of ab- 
sorption and utilization of the iron prepara- 
tion. Data from similar studies of other groups 
of prenatal patients provide a basis for com- 
parison in this evaluation of the ferroglycine 
sulfate complex (figure 2). 

In addition, the iron loading test '*'” was 
employed to determine the degree of absorp- 
tion resulting from the oral administration of 
a single large dose of iron. It also served as 
a reliable means of estimating the need for 
iron and the capacity to tolerate the medica- 
tion. The procedure for the iron loading test 
is as follows. Give 160 to 240 mg. of elemental 


_ iron to a patient fasting overnight. Take a 


blood sample and prepare a nonhemolyzed 
serum specimen. After three hours take a 
second blood sample and prepare another 
serum specimen. Determine the difference in 
optic density of the two specimens using the 
Coleman spectrophotometer set at a wave- 
length of 525 microns. 
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Results of Treatment With 
Ferroglycine Sulfate Complex 


The distinguishing feature of this study is 
the fine correlation between hemoglobin re- 
sponse and tolerance of the new iron prepara- 


Eighteen patients, all showing excellent toler- 
ance, had levels higher than 11 gm. (figure 4). 
Hemoglobin and hematocrit readings were 
elevated in all groups receiving ferroglycine 
sulfate complex, irrespective of the duration 


of therapy. 


tion. An obvious clinical response invariably Gastrointestinal side effects were minimal. 
reflects an increase of the iron reserve which In no case was therapy stopped to avoid 
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FIGURE 4. Selected hemoglobin responses to oral therapy 
with ferroglycine sulfate complex three to nine weeks 
before parturition. 


digestive disturbances. Occasionally a patient 
with a history of severe gastrointestinal upset 
was given fewer tablets daily, but nearly all 
were kept on the between-meal dosage sched- 
ule. The four exceptions, all of whom had a 
long history of gastrointestinal complications 
during pregnancy, were advised to take medi- 
cation after meals. In our experience such 
tolerance of an oral iron supplement is most 
remarkable. 


The results obtained with ferroglycine sul- 
fate complex were superior to those obtained 
in a group of patients who received a complex 
of molybdenum oxide and ferrous sulfate (3 
mg. molybdenum oxide and 195 mg. ferrous 
sulfate per tablet; 1 to 2 tablets three times 
daily with meals). A third group of patients 
did not receive an iron supplement (figure 2). 
Forty-nine per cent of the patients who did 
not receive an iron supplement and 49 per 
cent of the patients who were given the com- 
plex of molybdenum oxide-ferrous sulfate had 
hemoglobin levels, at parturition, of less than 
12 gm. Only 24 per cent of the patients re- 
ceiving ferroglycine sulfate complex did not 
reach the 12 gm. level. Of greater significance. 
the ferroglycine sulfate complex was given 
for less than five weeks in many instances, 
while the period of treatment for the group 
given the molybdenum oxide-ferrous sulfate 
complex averaged more than three months. 


Iron Loading Test 


An iron loading test was performed to in- 
clude seven subjects, five with hypochromic 
anemia and two as controls (table 1). This 
test is designed to measure increases of serum 
iron resulting from ingestion of a single mas- 
sive dose of iron (6 Ferronord tablets). Here, 
advantage is taken of the principle that fresh 
siderophilin causes a refraction of light waves. 
The serum acquires a characteristic salmon- 
pink color visible even with the naked eye. If 


TABLE 1 
Resutts oF Iron Loapinc Test 


OPTIC DENSITY OF SERUM 
HEMOGLOBIN LEVEL Paces hones 
(GRAMS PER 100 cc.) Fasting serum after 240 mg. Difference 
iron 
Hypochromic anemia of pregnancy 
J.G. 9.9 19 26 7 
T.B. 12.1 20 26.5 6.5 
G.L. 95 22.5 39.5 17 
E.T. | 10.5 26 38 12 
E.J. 11.4 18.5 30 11.5 
Control subjects 
Ct. 15.4 23.0 22.5 0.5 
B.C. 16.0 24.0 24.0 None 


June 1959 


765 


T- i 
re 
ie 
n 
4 
‘ 


the iron reserves are complete, more iron can- 
not be absorbed and consequently a color 
change does not appear in the serum. Such 
cases are classed as negative, since little or no 
iron is absorbed during the three hour period 
when the concentration of iron in the intestine 
is highest. 

Diagnostically this test is useful in deter- 
mining a patient’s need for iron and tolerance 
of the specific medication administered. Also, 
it can serve as a useful tool to ascertain the 
state of iron reserves at any time before, dur- 
ing or after therapy. The spectrophotometer 
accurately measures changes in the sidero- 
philin content of the serum. This modification 
of the method originally described by Jasin- 
ski’ helps reduce the possibility of error 
common to the naked-eye technic. 


Representative Cases 


Case 1—A 26 year old woman, Para II, 
was first seen in the prenatal clinic on May 


15, 1957. The estimated date of confinement 
was early October. She complained of weak- 
ness, lassitude, dizziness and generally poor 
health. She had experienced considerable nau- 
sea and vomiting in the early months of preg- 
nancy. Physical findings were essentially nor- 
mal. Table 2 summarizes the laboratory data. 

The patient’s initial clinical response to 
therapy with ferroglycine sulfate complex, 2 
tablets three times daily apart from meals, 
was clearly demonstrated by increased appe- 
tite and strength. Tolerance of this iron medi- 
cation was surprisingly good, and response 
was rapid. Although this patient’s hemoglobin 
level did not go above 12 gm., it was obvious 
that she responded well—even optimally—to 
therapy. 

Case 2—A 38 year old woman, Para II, 
was first seen in the prenatal clinic on April 
26, 1957. The estimated date of confinement 
was June 17. She had had pronounced nausea 
and vomiting in the early months of preg- 


TABLE 2 
Laporatory Data, Case 1 

| | | 19 WEEKs 

| INITIAL 1 WEEK 7 WEEKS | 10 WEEKS 14 weeks | 18 WEEKS | (post PARTUM) 

Hemoglobin 7.0 | 8.3 | 10.3 10.8 | 10.9 | 10.6 | 11.5 
Red blood cells 2.99 3.65 | 3.9 | 4.4 3.82 | 3.6 4.06 
Reticulocytes 1.0 26 | 11 | og | o8 | 14 17 
Mean corpuscular hemoglobin | 23.4 22.7 | 26.4 | 24.5 28.6 29.4 28.3 
Mean corpuscular volume 90.3 | 79.4 84.6 818 | 868 | 91.6 81.2 
Mean corpuscular | 

hemoglobin concentrations | 25.9 28.6 31.2 30.0 33.03 32.1 34.8 
TABLE 3 
Laporatory Data, Case 2 
INITIAL | 1 WEEK | 7 WEEKS 9 WEEKS (POST PARTUM) 
Hemoglobin 6.2 | 7.5 | 115 13.3 
Red blood cells 2.98 3.68 | 4.4 4.46 
Hematocrit 24 26 37.5 42.5 
Reticulocytes 14 4.1 13 0.8 
Mean corpuscular hemoglobin | 20.8 20.3 | 26.1 | 29.8 
Mean corpuscular volume 80.7 70.6 | 85.2 95.2 
Mean corpuscular | | | 
hemoglobin concentrations 25.8 28.8 30.6 | 31.05 
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TABLE 4 
Laporatory Data, Case 3 


INITIAL | 
Hemoglobin 8.9 | 
Red blood cells 3.64 
Hematocrit 31.5 
Reticulocytes 16 
Mean corpuscular hemoglobin 24.7 
Mean corpuscular volume 87.4 
Mean corpuscular hemoglobin 
concentrations 28.2 


1 WEEK 3 WEEKS 5 WEEKS (POST PARTUM) 
10.6 10.8 10.9 
3.65 3.95 3.87 
33 37 | 37 
2.6 3.9 | 0.9 
29.04 27.3 28.1 
90.4 93.7 95.6 
31.1 29.1 29.4 


nancy. Physical examination showed essen- 
tially normal findings. Laboratory data cover- 
ing 54 days of therapy with ferroglycine 
sulfate complex are given in table 3. 

The patient did not complain of nausea 
and vomiting after receiving the iron medica- 
tion in a dosage of 2 tablets three times daily. 
Results were highly satisfactory. 

Case 3—A 31 year old woman, Para IV, 
was first seen in the prenatal clinic on May 
15, 1957. The estimated date of confinement 
was June 15. Physical findings were essen- 
tially normal. Her chief complaints were 
weakness and general fatigue. There were no 
gastrointestinal complaints. Table 4 gives the 
laboratory data. 

Although this patient’s hemoglobin did not 
reach the desired level of 12 gm., her response 
to therapy was highly satisfactory. The rapid 
increase in reticulocyte count during the first 
three weeks is indicative of efficient absorp- 
tion and rapid utilization of iron. No doubt 
the therapy was timely and helped prevent 
serious depletion of iron. The dosage was 2 
tablets three times daily. 


Comment 


A review of the biochemical literature is 
relevant because it provides an insight into 
the biosynthesis of ferritin and hemoglobin 
and ultimately explains the pathway of iron 
in hematogenesis. In 1946, when Shemin and 
Rittenberg*’ demonstrated that “glycine is a 
specific precursor for the 4 nitrogen atoms 
and 8 of the 34 carbon atoms of the porphyrin 
moiety of hemoglobin,” a new era began. This 
discovery provided a basis for reconsidering 
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some earlier concepts of iron metabolism and 
offered an explanation of the behavior of ionic 
iron in physiologic surroundings. 

Further studies by Goldberg*' on the inter- 
mediates of heme synthesis have substantiated 
the fundamental role of glycine in iron metab- 
olism. One specific demonstration follows. 
“When no substrate is added to the hemoly- 
sate system, the degree of synthesis, measured 
by the uptake of added Fe into heme, is 
0.7 per cent. However, when glycine is added 
to the system in optimal molarity, the uptake 
of Fe®® is 22.5 per cent.” Thus the utilization 
of iron is increased 32 times through the in- 
corporation of aminoacetic acid into the sys- 
tem. These associated activities of iron and 
glycine have been further elucidated by Korey 
and Levine* in their studies on iron and 
hepatic apoferritin. 

The relationship between iron and amino 
acid metabolism has been well established in 
the basic medical sciences. Our observations 
strongly suggest that these concepts are equal- 
ly valid in their clinical application in replace- 
ment therapy. 

In our study, aminoacetic acid (glycine) 
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FicuRE 5. General structure of the ferroglycine sulfate 
complex. 
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has been employed as the agent for bonding 
iron ions. Figure 5 shows the general struc- 
ture of the ferroglycine sulfate complex. A 
new chemical entity is thus produced—alpha- 
aminoacetic ferrous sulfate complex, exsic- 
cated, with the generic name of ferroglycine 
sulfate complex. The bonding of the ferrous 
sulfate and glycine forms a unique solid phase, 
not merely a physical mixture. The electron 
shield thus formed greatly reduces the tend- 
ency of the bivalent iron to undergo oxidation. 
The highly irritant trivalent iron ions thus are 
prevented from forming. 

Another advantage of the ferroglycine sul- 
fate complex is its resistance to precipitation, 
specifically at pH levels prevailing in the 
duodenum. Only negligible precipitation oc- 
curs in the pH range from 4 to 8 in contrast 
to the marked precipitation of ferrous sulfate 
under identical conditions. On the other hand, 
the bond is loose enough to permit ready re- 
lease of iron for absorption. 

The resistance of the iron complex to both 
oxidation and precipitation greatly expands 
the availability of the released iron. The en- 
tire length of the small bowel can be utilized 
for absorption by the ferroglycine sulfate com- 
plex, thus greatly enhancing the therapeutic 
yield. Smaller total doses can be administered 
without reducing therapeutic activity. 

We believe the iron loading test, as modi- 
fied by us, should be used by others to deter- 
mine on a wide scale its usefulness in studying 
iron stores. 


Summary 


Hypochromic anemia of pregnancy is a 
significant finding in a metropolitan hospital. 

A new test for accurate determination of 
the need for iron to replenish iron stores is 
described. This test also provides a measure 
of the patient’s tolerance of an iron prepara- 
tion as well as the capacity to absorb iron 
administered orally. 

A new iron preparation, ferroglycine sulfate 
complex (Ferronord), is evaluated. In 51 
cases, hematologic and hematocrit increases 
were excellent. 

Replacement therapy of hypochromic ane- 
mia in pregnancy calls for oral iron medica- 
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tion that has high tolerance and therapeutic 
indexes. 
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HOSPITAL STERILIZATION 


Recent investigations have shown the men- 
ace inherent in insufficient cleansing and steri- 
lization of bedside carafes and also the possi- 
bility that Staphylococcus may endure on wool 
blankets at least two weeks; this gives special 
interest to the whole problem of sterilization 
in hospitals. A conference recently held at 
Southampton University in England was at- 
tended by more than 300 representatives of 
the medical, nursing, engineering and admin- 
istrative staffs of hospitals in that area. A sur- 
vey of six hospitals had shown how haphazard 
were many of the methods of timing the boil- 
ing of instruments. Eighteen per cent of all 
ward equipment and 12 per cent of all oper- 
ating room equipment were found to be con- 
taminated. Autoclave operators were usually 
porters with other hospital jobs, and most of 
them had little idea as to their responsibilities. 
In the Portsmouth area, surveys had shown 
particular inefficiency in ward sterilization. 
The conditions found were unfair to the nurses 
and were, moreover, dangerous. Forceps, syr- 
inges, instruments, waste-pot receivers, and 
actually the contents of the drums in which 
sterilizations were done were found to be any- 
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where from 17 to 36 per cent contaminated. 
Many of the ward boilers were unable to steri- 
lize efficiently. The antiseptic solutions used 
for the cutting instruments were found to be 
ineffective. When the instruments were 
scrubbed with soap and water before steriliza- 
tion, the results were more satisfactory. 

The investigations showed that technics for 
dressing wounds in the wards were antiquated 
and dangerous. Sometimes the carts carried 
dressings for 15 patients, the nurse merely 
covering the cart between dressings with a 
sterile bowl. The used dressings might be 
placed in uncovered bowls on the lower shelf 
of the cart, remaining uncovered through a 
long round of dressings. A high proportion of 
bedpans showed heavy contamination after 
so-called cleaning either by hand or in stand- 
ard bedpan sterilizers. 

All the studies showed the need for serious 
bacteriologic investigation of hospital equip- 
ment, particularly in the light of the present 
outbreak of staphylococcal infections through- 
out the world. 
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The matron of the Queen Alexandra Hos- 
pital in Portsmouth said that the discussions 
reminded her of the conditions that existed 
before Florence Nightingale’s reforms. She as- 
signed, as one reason for the slackening of 
standards, the difference in teaching of nurses 
in different hospitals. Indeed, she felt that 
there should be a uniform standard of teach- 
ing throughout England. 

Notwithstanding that this discussion related 
to Great Britain, where new hospital construc- 
tion has been relatively infinitesimal since 
1940 and where the nation’s economy has not 
permitted the installation of new equipment 
on anything like the scale that prevails in the 
United States, the conditions already proved 
to exist in some places in the United States 
indicate the need for much more extensive 
investigation than has yet been made of the 
dangers of both contamination and inefficient 
sterilization. 

MORRIS FISHBEIN 
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IDEALISM IN MEDICAL STUDENTS 


In a review entitled “The fate of idealism in 
medical school,’’ Howard S. Becker and 
Blanche Geer’ of Community Studies, Inc., a 
sociologic investigation group at the Univer- 
sity of Kansas School of Medicine, noted that 
teachers of medicine describe the transfer 
from the preclinical to the clinical years as 
between the precynical and cynical years. 
Psychologic research has shown that medical 
students year by year score lower in idealism 
and higher in cynicism. The sociologic survey 
shows that cynicism does develop to some ex- 
tent, but that medical students never lose their 
original idealism concerning the practice of 
medicine. 

Medical students enter school with the ideal- 
istic view that the practice of medicine is a 
wonderful thing and that they are going to 
devote their lives to service for mankind. The 
first year of medical school is a period of dis- 
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illusionment; student’ find that they will no: 
be near patients at all, and that the first yea: 
of medicine is much like another year of col 
lege. They may also be influenced by the fact 
that most of their teachers are not physician: 
but Ph.D.s in the basic sciences. In anatomy 
the so-called trauma of dealing with the caday 
er does not produce cynicism but reinforce: 
the student’s attachment to his idealistic view 
of medicine. The sophomore year does not 
differ greatly from the freshman year, but the 
clinical years provide a new type of teaching. 
One of the difficulties which now appears is 
that the students find themselves working to 
understand cases as medical problems rather 
than working to help the sick. In these years 
the student finds himself low man in the hier- 
archy based on clinical experience. He as- 
sumes little medical responsibility. The so- 
ciologists find that the apparent cynicism of 
the medical student is collective. The advanced 
students feel that much of what they do is ir- 
relevant to actual practice. 

These observations, made by Becker and 
Geer through long actual contact with students 
in the various classes of a medical school, in- 
dicate how the faculties of our medical schools 
may aid the students in developing greater re- 
spect for the work to which they are devoted 
and in retaining as far as possible the ideal- 
ism with which they begin their medical 
studies. 

MORRIS FISHBEIN 
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THE STATISTICS OF ACCIDENTS 


WDurine the year ending June 30, 1958, about 
47 million people sustained injuries that re- 
quired medical attention or that caused them 
to be away from work at least one day. Of 
these, men numbered 27 million and women 
20 million. The statistics' indicate that 81 per 
cent had injuries that required medical atten- 
tion and 40 per cent had injuries that involved 
both restriction of activities and medical treat- 
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ment. About 10 per cent of those injured were 
in motor vehicle accidents; 17 per cent had 
injuries associated with occupations: 41 per 
cent had accidents in the home, and 32 per 
cent were injured by other or unknown causes. 
Several surveys have shown that in our hos- 
pitals, accident victims and obstetric patients 
account today for 25 per cent of the demand 
for beds. 

When injured persons were classified by 
their major activity, the highest rate of acci- 
dents (335 per 1000 persons) occurred among 
those who were going to school. About 13 mil- 
lion days were lost from school during the year 
as the result of injury. It is obvious that the 
schools should attempt to place greater em- 
phasis on the prevention of accidents. 

MORRIS FISHBEIN 


REFERENCE 
1. U. S. National Health Survey: Persons injured by 
class of accident, United States July 1957-June 1958. 
Series B-8, Department of Health, Education and 
Welfare, U. S. Public Health Service, Washington, 
D.C., 1959. 


ABSENCE OF PAIN IN THE 
PSYCHOTIC PATIENT 


Psycuoric patients when afflicted by pain- 
ful disorders frequently fail to manifest any 
awareness of difficulty. In 1955, reports sug- 
gested that psychotic patients frequently have 
acute myocardial infarction without any indi- 
cation that they have been so afflicted. Under 
a grant from the National Institutes of Health, 
investigators in the Veterans Administration 
Hospital in Bedford, Massachusetts, have 
studied the presence or absence of pain in 
acute perforated peptic ulcer, acute appendi- 
citis, and fracture of the femur in psychotic 
patients. In the average person, pain is the 
major or presenting symptom in 95 per cent 
or more of such cases. The investigators de- 
termined at the same time whether or not the 
mortality in these surgical conditions was the 
same in psychotic patients as in the nonpsy- 
chotic, or if it was higher or lower. 
Apparently in psychotic patients the mean- 
ing of pain is lost. The absence of pain as a 
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first symptom occurred twice as frequently 
among persons who were more than 60 years 
old than it did in younger patients. Indeed, 
older patients are also more likely to have 
painless myocardial infarction. 

In the Veterans Administration Hospital in 
Bedford, the presence of a mental disorder has 
not resulted in a higher than usual surgical 
mortality. Death did not occur in the 33 pa- 
tients who were treated for acute perforated 
peptic ulcer or for acute appendicitis, notwith- 
standing that the disease was discovered late 
in a large proportion of these cases. Three 
deaths occurred among the 41 patients with 
fracture of the femur. This death rate is not 
above that in general hospitals for this condi- 
tion. In a number of hospitals used for com- 
parison, death rates varied from 7.2 per cent 
to 29 per cent. 

Despite the excellent record reported from 
this Veterans Administration Hospital, the sig- 
nificance of the observation that psychotic pa- 
tients fail to indicate the presence of pain can- 
not be overemphasized. Physicians who are 
responsible for the care of such patients should 
have this fact in mind so that they may exert 
more than usual alertness and diagnostic acu- 
men in the detection of these life-threatening 
conditions. 

MORRIS FISHBEIN 
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MEDICAL JARGON 


Aonc the greatest medical writers in Eng- 
lish was Sir William Osler. Especially fitting, 
therefore, was the choice of Sir Ernest Gow- 
ers, famed author of “The Complete Plain 
Words,” to give the Oslerian Oration of 1958, 
and especially apt was the choice of the title 
“Medical jargon.” In opening his address Sir 
Ernest Gowers referred to two great masters 
of luminous prose, Sir William Osler and his 
own father Sir William Gowers. 

In a recent address, Sir Francis Walshe ad- 
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vised young physicians to read some of the 
medical books and papers published between 
1870 and 1920, saying that “their lucidity 
and coherence are not simply a gift from the 
gods, but the fruit of sweat and toil, of con- 
stant rewriting and pruning, until every sen- 
tence contained a maximum of clarity in a 
minimum of words.” 

The word “jargon” is defined as the use of 
technical terms peculiar to particular pursuits. 
Jargon is distinguished from gibberish, which 
is confused and unintelligible talking, and, 
perhaps, is also distinguished from gobbledy- 
gook, a stereotyped phraseology, unintelligible 
except to the initiated, which forms a large 
part of the vocabulary of various professionals. 

A beautiful example which illustrates these 
definitions is taken from the afore-mentioned 
book by Sir Ernest Gowers. Briefly, an investi- 
gator demonstrated that a normal person can 
taste sugar in water in quantities not strong 
enough to interfere with his sense of smell or 
take away the appetite. Here is the exact state- 
ment of the investigator: 

“Experiments are described which demon- 
strate that in normal individuals the lowest 
concentration in which sucrose can be detected 
by means of gustation differs from the lowest 
concentration in which sucrose (in the amount 
employed) has to be ingested in order to pro- 
duce a demonstrable decrease in olfactory 
acuity and a noteworthy conversion of sensa- 
tions interpreted as a desire for food into sen- 
sations interpreted as a satiety associated with 
ingestion of food.” 

Comparing the language of 1886 with some 
modern phraseology, Sir Ernest Gowers ob- 
served that the advice of 1886 “The patient 
can walk with assistance and should be encour- 
aged to do so” is now phrased “There is no 
need for bed all the time; the patient should 
be advised to take intermittent ambulation.” 
I have translated “early ambulation” as “Get 
up and walk; somebody else needs this bed.” 

Many other examples of jargon come quick- 
ly to mind. Psychologically, the use of mysti- 


fying professional phraseology may be a forn 
of exhibitionism. The fault is not exclusive to 
medicine, since philosophers now use “ideolo 
gy” for “creed” and “deviationist” for “here. 
tic.” Indeed, Sir Ernest Gowers suggests that 
the prayer “Forgive us our trespasses” might 
be revised to “Forgive us our unethical be- 
havior as we forgive those who behave unethi- 
cally to us.” The poor are called the “lowe: 
income brackets” or “underprivileged.” 

The author Lionel Trilling has entered the 
fracas. He notes that people no longer say 
“We fell in love and married” but instead 
“Our libidinal impulses being reciprocal, we 
integrated our erotic drives and brought them 
within the same frame of reference.” 

The Bible refers to the Tower of Babel and 
the confusion that resulted from a diversity of 
tongues. More recent philosophers believe that 
civilization will come to an end because even- 
tually no one will understand what anyone else 
is saying. 

Sir Clifford Allbutt included in a book en- 
titled “Notes on the Composition of Scientific 
Papers” a warning against those words which 
are so often used that they are frequently mis- 
used. He said, “I note that many of my candi- 
dates are content with one general noun, 
question, two adjectives, marked and localised, 
two verbs, occur and involve, one adverb. 
markedly, and one conjunction, while.” He 
also observed, “The psychologists are sad dogs 
in this kind of vagueness and equivocation.” 
Although his address was made more than 50 
years ago, what he said unfortunately still 
applies as much or even more than it did then. 

He concluded the book as I conclude this 
editorial, “Force, lucidity, unity, simplicity, 
economy of expression are virtues which we 
may all attain; originality will be as God 
pleases.” 

MORRIS FISHBEIN 
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SIMULTANEOUS ACTION 


of two psychotropic drugs 

affecting two areas 

of the brain, produces 

more SPECIFIC CONTROL 


PROZINE in the recommended dosage (1 or 2 capsules, 
3 or 4 times daily) produces more specific control than is 
obtainable with high doses of other ataractic agents. 


tue— in emotionally disturbed patients on PROZINE the 


dose required is diminished to the point where the inci- 
dence of side-effects and toxicity reactions is minimal* and 
the patient is calm, tranquil, and amenable to additional 


therapy, whether it be educational, medical, or psychiatric. 


Supplied: Bottles of 50 capsules, each containing 200 mg. 
of meprobamate and 25 mg. of promazine hydrochloride. 
Comprehensive literature available 


*In studies involving 972 patients suffering a variety of emotional diseases, 
— related and unrelated to physical ailments, 78 per cent were improved; 
Philadelphia 1, Pa. the incidence of side-effects was only 3.7 per cent. 
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CLINILAB 


DESCRIPTION: Completely self-contained, this lab- 
oratory work kit contains five diagnostic tests: 
URISTIX® reagent strips and CLINITEST®, ACE- 
TEST®, 1CTOTEST® and HEMATEST® reagent tab- 
lets. The kit also includes a white plastic rack. 
two test tubes, two plastic droppers and a drop- 
per bottle, Hematest filter papers, Ictotest test 
mats, descriptive literature, color chart, adhesive 
strips and test report forms. 

PRODUCER: Ames Company, Inc., Elkhart, Ind. 


RANFAC THIN-WALL NEEDLES 


DESCRIPTION: Used to introduce polyvinyl! tubing 
directly into the vein, these needles have gold- 
plated hubs to make recognition easier. They are 
available in any length, in nine gauges from 14 
to 23, with or without stylets. 

PRODUCER: Randall Faichney Corp., Boston. 
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Information published in this department 
is supplied by the manujacturers of the 
products described. 


RAUTRAX® 


PURPOSE: Antihypertensive, diuretic and salu- 
retic (loss of salt) therapy. 
COMPOSITION: Each tablet contains: 


RAUDIXIN® (Rauwolfia serpentina) 50 mg. 
Flumethiazide 400 mg. 
Potassium chloride 400 mg. 


HOW SUPPLIED: Bottles of 100. 
PRODUCER: E. R. Squibb & Sons, division of Olin 
Mathieson Chemical Corporation, New York. 


© OXYLONE® 


PURPOSE: Topical steroid therapy for dermato- 
logic conditions. 

COMPOSITION: The cream form contains 0.025 
per cent Oxylone (fluorometholone); the oint- 
ment (NEO-OXYLONE®) contains 0.25 mg. Oxy- 
lone and 5 mg. neomycin; both have a water- 
soluble vanishing cream base. 

INDICATIONS FOR USE: Contact, atopic and sebor- 
rheic dermatitis; neurodermatitis; anogenital 
pruritus. 

DOSAGE AND ADMINISTRATION: A small amount 
rubbed into the involved area one to three times 
daily: frequency of application reduced as con- 
dition improves. 

HOW SUPPLIED: 7.5 gm. tubes. 

PRODUCER: The Upjohn Company, Kalamazoo, 
Mich. 


(Continued on page A-114) 
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FOR PROVEN MENOPAUSAL BENEFITS 


The vast majority of meno- 
pausal women, especially on 
the first visit, are nervous, ap- 
prehensive, and tense. PMB- 
200 or PMB-400 gives your pa- 
tient the advantage of extra 
relief from anxiety and tension, 
particularly when the patient is 
“high strung,"’ under prolonged 
emotional stress, or when psy- 
chogenic manifestations are acute. Proven menopausal 
benefits are confirmed by the wide clinical acceptance of 
“Premarin,”’ specifically for the relief of hot flushes and 
other symptoms of estrogen deficiency, together with the 
well established tranquilizing efficacy of meprobamate. 


Meprobamate, licensed under U.S. Pat. No. 2,724,720 
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Two potencies that will meet 
the needs of your patients: 
PMB-200 — Each tablet con- 
tains conjugated estrogens 
equine (‘‘Premarin’’) 0.4 mg., 
and 200 mg. of meprobamate. 
When greater tranquilization is 
necessary you can prescribe 
PMB-400 — Each tablet con- 
tains conjugated estrogens 
equine (‘‘Premarin’’) 0.4 mg., 
and 400 mg. of meprobamate. 
Both potencies are available 
in bottles of 60 and 500. 
Ayerst Laboratories New York16,N.Y. 
Montreal, Canada 
5916 
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New for Your Armamentarium 


© STEREO- 
MICROSCOPE 


DESCRIPTION: StereoZoom magnification pro- 
vides a continuous flow of magnification, in- 
finite within the range of the instrument. A pow- 
er selector dial enables the viewer to study a 
specimen through all stages of magnification 
without image blackout while changing power. 
The Power Pod, a self-contained, dust-sealed 
optical system, can be lifted out and reversed for 
efficient use. The four Power Pod and lens at- 
tachments fit all five basic stands, are inter- 
changeable, and give magnification ranging from 
3.5 through 120X. Two variable magnification 
Power Pods and two of fixed power accommo- 
date 10, 15 or 20X wide-field eyepieces and at- 
tachment lenses of 0.5 and 2.0X. The arrange- 
ment of two completely geared lens systems in 
each Power Pod assures true three-dimensional 
images and edge-to-edge flatness of field. A spe- 
cial model, equipped with a dial micrometer, 
gives precise depth measurements accurate to 
plus or minus 0.1 mm. 
PRODUCER: Bausch & Lomb Optical Co., Roches- 
ter, N.Y. 


© PRELUDIN® ENDURETS 


NEW DOSAGE FORM: Long-lasting tablet contain- 
ing 75 mg. phenmetrazine hydrochloride. 
PRODUCER: Geigy Pharmaceuticals, Ardsley, N.Y. 


© LUBAFAX® 


NEW PACKAGE FORM: 5 gm. single-use tubes in 
packages of 48. 

PRODUCER: Burroughs Wellcome & Co. (U.S.A.) 
Inc., Tuckahoe, N.Y. 


© POLY-BEAM PHOTOGRAPHIC RECORDING SYSTEM 
(550M Series) 


DESCRIPTION: Featured in this system are inter- 
changeable preamplifiers for use in recording 
various biophysical events including phonocar- 
diograms, pressures, temperatures, animal and 
fetal electrocardiograms, myograms, electroen- 
cephalogram monitoring and dye dilution siud- 
ies. The unit also includes a transistorized, multi- 
channel power amplifier; an optical oscillograph. 
and an optional cathode ray monitor oscilloscope. 
The monitor scope, in conjunction with an elec- 
tronic switch, allows the simultaneous presenta- 
tion of up to four of the signals. The photographic 
recording oscillograph is based on a multiele- 
ment galvanometer assembly normally equipped 
with 500 cycles per second removable galva- 
nometer inserts, resulting in a frequency response 
to 300 cycles per second. The recorder assembly 
provides full-width time lines at 1/25, 1,5 and 
1 second intervals; amplitude lines at 1 mm. and 
1/2 em. divisions; a code marker, and a trace 
interrupter for rapid identification of individual 
traces. The beam control-power amplifier panel 
permits a choice of two recording sensitivities, | 
em. per volt and 2.5 em. per volt. 

PRODUCER: Sanborn Company, Medical Division, 


Waltham. Mass. 


© JET-PAK 


DESCRIPTION: Completely self-contained, this 
spray gun is powered by a replaceable can of 
nontoxic propellant gas (dichlorodifluorometh- 
ane), and will spray up to 1 pt. of any liquid 
that can be thinned to the proper consistency. 
The head and the dip tube are made of poly- 
ethylene, the spray jets of nickel-plated brass, 
and the solution jar of glass. 

PRODUCER: Sprayon Products, Inc., Cleveland. 

(Continued on page A-116) 
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ephenalin’, the square purple tablet that relieves asthma with nebulizer speed for 4 full 
ours, offers convenience and reassurance to your ambulant asthmatic patient. Placed under the 
ongue, the NEPHENALIN tablet quickly releases 10 mg. of Isoproterenol HCI, the potent homo- 
logue of epinephrine, for immediate opening of the airway. Swallowed, the NEPHENALIN tablet 
provides theophylline (2 gr.), ephedrine (%g gr.) and phenobarbital (1% gr.), for sustained 
protection from asthmatic seizure. NEPHENALIN is available for your prescription in bottles of 


20 and 100 tablets. Also available: NEPHENALIN PEDIATRIC. Leeming 6 
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New for Your Armamentarium 


ILOSONE® SULFA 


PURPOSE: To provide antibacterial action. 
COMPOSITION: Each tablet contains: 
llosone (propionyl ester of 


erythromycin ) 125 mg. 
Sulfadiazine 167 mg. 
Sulfamerazine 167 mg. 
SULFAMETHAZINE® 167 mg. 


INDICATIONS FOR USE: Mixed infections, particu- 
larly of the respiratory, gastrointestinal and geni- 
tourinary tracts. 

DOSAGE AND ADMINISTRATION: For adults, 2 tab- 
lets every six hours. 

HOW SUPPLIED: Bottles of 24 and 100. 
propucer: Eli Lilly and Company, Indianapolis. 


CHLOROMYCETIN® SUCCINATE 


DESCRIPTION: Sodium salt of the monosuccinate 
ester of chloramphenicol. This product is sup- 
plied in powder form, to be diluted and given in- 
tramuscularly, intravenously or subcutaneously. 
PRODUCER: Parke, Davis & Company, Detroit. 


PSORIACIDE 


PURPOSE: To treat psoriasis. 

COMPOSITION: Psoriacide SA contains 10 per 
cent salicylic acid; Psoriacide Mild and Psoria- 
cide Medium contain 0.25 per cent and 0.50 per 
cent ANTHRALIN® (1,8-dihydroxy-anthranol), 
respectively. 

CAUTION: Can cause skin irritation and should 
not be applied to healthy skin areas or near the 
eyes; can cause kidney disorders by absorption 
if applied on highly inflamed areas. 

DOSAGE AND ADMINISTRATION: First apply SA 
stick for several days, until all scales are re- 
moved; then apply Mild stick, or, if this is not 
sufficiently effective, the Medium stick. Applica- 
tions should be made once daily, preferably at 
bedtime, and massaged in well. Exposed areas 
should be covered to avoid staining bed linen. 
HOW SUPPLIED: 30 gm. applicator sticks. 
PRODUCER: Doak Pharmacal Co., Inc.. New York. 


© SUR-BEX® WITH C 


NEW PACKAGE FORM: 60 FILMTABS® in Abbott 
Table Bottle. 
propucer: Abbott Laboratories, North Chicago. 
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® MEDTRONIC CARDIAC MONITOR 


DESCRIPTION: Fully transistorized, this hand- 
sized unit provides both visual and audible indi- 
cations of the ventricular R wave, either from 
external chest electrodes or through internal 
heart wires, or of the Medtronic Pacemaker 
pulse. The instrument may be strapped or taped 
to any support and is operated by self-contained 
batteries. A level control adjusts for various in- 
puts, and an output jack is provided for re- 
mote monitoring or operating other equipment. 
PRODUCER: Medtronic Inc., Minneapolis. 


PURPOSE: To provide hypoglycemic action. 
COMPOSITION: Each scored tablet contains 25 
mg. phenformin (N,-B-phenethylbiguanide 
hydrochloride). 

DESCRIPTION: Combined with insulin, DBI im- 
proves regulation of adult or juvenile brittle dia- 
betes; it frequently allows a 50 per cent reduc- 
tion of the daily insulin requirement in juvenile 
diabetes. Satisfactory control of stabile adult dia- 
betes often is achieved with DBI alone. Side re- 
actions are chiefly gastrointestinal; they occur 
with increasing frequency at higher dosage levels 
(more than 150 mg. per day) and abate prompt- 
ly with reduction in dosage or withdrawal. 
DOSAGE AND ADMINISTRATION: Usual starting dos- 
age is 25 mg. twice daily with meals, increased 
by 25 mg. daily for three or four days. Maximal 
daily dosage is 150 mg. Dosage of insulin is 
gradually decreased as administration of DBI 
is increased. 

HOW SUPPLIED: Bottles of 100. 

propuceR: U. S. Vitamin Corporation, New 
York. 


(Continued on page A-118) 
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ACTIVATORS 


Foods provide the B-complex vitamins and vita- 
min C which . . . as part of enzyme systems. . . 
activate chemical reactions in body cells . . . re- 
leasing energy . . . and synthesizing vital body 
compounds. 

All needed vitamin C is supplied by minimum 
amounts of the fresh, frozen or canned fruits and 
vegetables suggested in A Guide to Good Eating. 

Thiamine, riboflavin and niacin are supplied by 
foods from all four groups . . . and allowances 
are met when enough of these foods are eaten to 
satisfy calorie needs. Vitamin Be, vitamin B12, 
folacin, pantothenic acid and biotin are other B- 
complex vitamins which must be supplied by 
food. Dietary allowances have not yet been rec- 
ommended for these nutrients .. . considered to 
be adequately supplied by the variety of foods 
suggested in the “Guide™. 

All of these vitamins are water soluble. Some 
are partially destroyed by overcooking . . . others 
by sunlight. To preserve these nutrients . . . foods 
should be stored with maximum protection from 
sunlight and heat... and prepared with minimum 
water and heat. 

When combined in well-prepared meals, foods 
selected from each of these four food groups can 
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A GUIDE TO GOOD EATING — USE DAILY 
DAIRY FOODS 


3to 4 glasses milk—children e 4 or more glasses— 
teenagers e 2 or more glasses—adults e Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings e Meats, fish, poultry, eggs, or 
cheese—with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings e Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


. 
BREADS AND CEREALS 

4 or more servings e Enriched or whole-grain added 

milk improves nutritional values 


provice all needed B-complex vitamins and vita- 


min C ... while satisfying the tastes, appetites 
and other nutrient needs of all members of the 
family . . . young and old. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


Since 1915... promoting better health 
through nutrition research and education. 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal Street * Chicago 6, Ill. 
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ELECTROCOAGULATION FORCEPS 


DESCRIPTION: Designed with a finger-tip switch 
in the handle, this instrument is insulated to pro- 
tect the surgeon from accidental burn or shock 
and to prevent accidental cautery of edges of the 
incision or adjacent tissues. It is available in 5 
and 7 in. lengths. 

PRODUCER: Medtronic Inc., Minneapolis. 


© ERYTHROCIN® ETHYL SUCCINATE ORAL 
SUSPENSION, PEDIATRIC 


PURPOSE: To treat infections caused by erythro- 
mycin-sensitive organisms. 

COMPOSITION: Each 5 ce. contains 200 mg, of 
citrus-flavored erythromycin ethyl succinate. 
DOSAGE AND ADMINISTRATION: 30 mg. per kilo- 
gram of body weight per day. 

HOW SUPPLIED: 60 cc. bottles. 

PRODUCER: Abbott Laboratories. North Chicago. 


“50” PUSH-BUTTON TRUSS 


DESCRIPTION: Eliminating standard fastening de- 
vices, this appliance is closed and securely locked 
by inserting the metal backstrap clip into the top 
plate on the back pad. It is unfastened by de- 
pressing a button which allows the clip to slide 
free easily. 

ProDUCER: The Akron Truss Company, Ince.. 
Cuyahoga Falls, Ohio. 


New for Your Armamentarium 


© FLORINEF® OPHTHALMIC SOLUTION 


PURPOSE: To treat inflammation. 
COMPOSITION: Fludrocortisone hemisuccinate. 
INDICATIONS FOR USE: Acute conjunctivitis, vernal 
catarrh, chronic iridocyclitis and after ocular 
surgery. 

DOSAGE AND ADMINISTRATION: | or 2 drops in- 
stilled into the conjunctival sac two to four times 
per day. 

HOW SUPPLIED: 2.5 cc. bottles. 

pRopuUCER: E. R. Squibb & Sons, division of Olin 
Mathieson Chemical Corporation, New York. 


© UT-400 ULTRASONIC UNIT 


DESCRIPTION: Both continuous and pulsed ultra- 
sonic energy is supplied by this unit. Continuous 
ultrasonic therapy provides heating and mechani- 
cal effects: pulsed energy, a relatively new de- 
velopment, is used when more mechanical action 
and less accumulated heat are desired. There 
is a duty factor of 20 per cent when the instru- 
ment is used for pulsed ultrasound. Housed in an 
aluminum cabinet measuring 16 by 12 by 9 in.. 
the unit is portable and weighs 25 lb. complete 
with standard accessories. Its total output is 21 
W, pulsed, and 15 W, continuous. 

PRODUCER: The Burdick Corporation, Milton, 
Wis. 


® HYVA GENTIAN VIOLET VAGINAL TABLETS 


PURPOSE: Antimycotic and antibacterial action. 
COMPOSITION: 0.1 per cent gentian violet plus 
three surface-active ingredients. 

DOSAGE AND ADMINISTRATION: 1 tablet inserted 
into the vagina nightly for 12 nights. Pregnancy 
may necessitate a longer period of treatment. 
HOW SUPPLIED: Boxes of 12 and 36. 

PRODUCER: Holland-Rantos Co., Inc., New York. 
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"Within 30 minutes, 
Pyridium’s unusually prompt 
janalgesic action will 4 
Spare needless pain and help | 5 
Overcome resistance to 
urological procedures. When 
Se prescribed for home use, 
Pyridium encourages more 
Hermal micturition 
by removing the penalties 
Of pain and burning. 
DOSAGE: Adults: 2 tablets, 
(190 mg. each), three times 
daily, before meals. 
Children.9 to 12years: 
| tablet three times daily 
before meals. 
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THE MEDICAL 


CARDIAC ARREST AND 
RESUSCITATION 


By Hugh E. Stephenson, Jr., M.D., Professor and 
Chairman, Department of Surgery, University of 
Missouri School of Medicine, Columbia, with 6 
contributors. 378 pages with 31 illustrations. 
1958, The C. V. Mosby Company, St. Louis. 
$12.00. 


In his preface, the author says that almost 
every physician loses his first case of cardiac ar- 
rest, and that for this reason he determined to 
write a book devoted in its entirety to the prob- 
lems of sudden cardiorespiratory failure and sub- 
sequent resuscitative procedures. 

This book, which views the problem in detail 
from the standpoints of history, incidence, diag- 
nosis, causation, management, complications, 
prognosis and prevention, stresses again and 
again the necessity of adequate preparation for 
and immediate correction of sudden cardiac ar- 
rest. Known measures of management are re- 
viewed. The case for thoracotomy and cardiac 
massage as the only effective means of resuscita- 
tion is most effectively presented. 

Brief discussions are offered on the care of 
the postresuscitative patient, the long-term neu- 
rologic sequelae of resuscitation, and the appli- 
cation of elective cardiac arrest in open-heart 
surgery. A more detailed description of the latter 
subject would seem indicated, since cardiac sur- 
gery with cardiopulmonary bypass offers an ex- 
cellent opportunity to study arrest and resuscita- 
tion under controlled conditions. 

The section on the history of resuscitation is 
both interesting and informative; the author 
fully describes early experiences and cardiac 
complications in the use of various anesthetics. 


J.C. H, 


ookman 


VASCULAR SURGERY 


By Geza de Takats, M.D., Clinical Professor of 
Surgery, University of Illinois College of Medi- 
cine. 726 pages with 382 illustrations. 1959, W. 
B. Saunders Company, Philadelphia and London. 
$17.50. 


Dr. de Takats has made many contributions 
in original investigation on problems of periph- 
eral vascular surgery. 

Although in this volume he emphasizes diag- 
nosis and treatment, experimental and controver- 
sial aspects are so well interwoven that a school 
of thought which is based on physiologic princi- 
ples emerges. 

The essential groundwork, which consists of a 
discussion of hemodynamics, vascular shunts, 
vasomotor apparatus and blood clotting. com- 
prises an excellent summary of current knowl- 
edge. In discussing the systematic examination 
of the patient who has vascular problems, the 
author describes numerous tests and diagnostic 
procedures, stressing particularly the use of 
angiography in determining the degree of arterial 
insufficiency. Many typical angiograms are shown 
together with the recommended treatment. 

The numerous recent advances in vascular sur- 
gery are included in the section on vascular in- 
juries. Various surgical approaches and opera- 
tive technics, from standard procedures such as 
lumbar sympathectomy to the latest bypass grafts 
for segmental arterial occlusion, are discussed 
and illustrated. 

One of the many desirable features of this book 
is that the rationale of treatment is often sup- 
ported with a description of the experimental 
work or physiologic basis for such action. 

Y. S. 
(Continued on page A-154) 
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Pyridium Tri-Sulfa 
combinesthe efficacy of the 
classic triple sulfas with 

the full analgesic dosage of 
Pyridium. Relief of pain 

is prompt—within 30 minutes— 
and therapeutic sulfonamide 
levels are obtained 

within hours. 


FORMULA: 

Pyridium,® 150.0 mg. (2% gr.); 
(brand of phenylazo-diamino-pyridine HCl) 
Sulfadiazine, 167.0 mg. (21% gr.); 
Sulfamerazine, 167.0 mg. (214 gr.); 


Sulfamethazine, 167.0 mg. (21% gr.). 


DOSAGE: Adults: 1 tablet four 
times daily. 


MORRIS PLAINS. N J 


PYRIDIUM 


(phenylazo-trisulfapyrimidine) 
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> TEXTBOOK OF SURGERY 


Edited by H. Fred Moseley, F.R.C.S., Assistant 
Professor of Surgery, McGill University, Mont- 
real, Canada, with 40 contributors. Ed. 3. 1,336 
pages with 738 illustrations, 108 color plates. 
1959, The C. V. Mosby Company, St. Louis. 
$17.00. 


Because this text is intended for medical stu- 
dents and interns, it may lack interest for the 
reader who has passed this level of training. 
There is some overlap of material, which is in- 
herent in this type of book. Each contributor 
gives a short history of his topic and this includes 
points which have been mentioned previously. 
Another shortcoming is that a contributor may 
emphasize as important a certain aspect of sur- 
gery that is of personal interest to him, but which 
is still controversial. This book is obviously di- 
rected toward the student and, in general, covers 
well his needs. However, it includes a consider- 
able amount of material on the highly controver- 
sial topic of internal mammary artery implanta- 
tion for coronary heart disease. 

The usual topics of wound healing, infections, 
preoperative and postoperative care, and shock 
are adequately discussed, as are problems in gen- 
eral surgery and some of the subspecialties, in- 
cluding urologic, gynecologic, orthopedic, plastic 
and neurosurgery. Surgery of the eye, ear, nose 
and throat is omitted. 

One outstanding feature is the large number 
of instructive illustrations. Another is the unusu- 
ally complete coverage of thoracic surgery, as 
compared with other current textbooks. The new- 
er concepts of segmental anatomy of the lung. 
trauma, tumor, injuries, pyogenic infections and 
tuberculosis are all discussed. 


> THE MANAGEMENT OF 
FRACTURES AND DISLOCATIONS 


By Anthony F. DePalma, M.D., Professor of 
Orthopedic Surgery, Jefferson Medical College 
of Philadelphia. Vols. 1 and 2. 960 pages with 
1,927 illustrations. 1959, W. B. Saunders Com- 
pany, Philadelphia and London. $35.00. 


Undoubtedly, a tremendous amount of work 
in organization and pictorial representation of 
fractures and dislocations has gone into these 
two volumes. As stated in the preface, the author 


has been forced to be didactic and usually to dis- 
cuss only one form of treatment for any given 
fracture, even at the risk of being accused of 
dogmatism. His purpose in preparing this atlas 
is to give a clear, logical approach to the problem 
of fractures and, insofar as possible, to eliminate 
confusion regarding their treatment and man- 
agement. Considering the brevity of text con- 
cerning each fracture and its complication, the 
two volumes are a surprisingly complete and 
comprehensive atlas. 

The illustrations are outstanding; at least one 
and usually more than two appear on almost 
every page. They depict maneuvers in reductions, 
types of traction, and proper methods of immo- 
bilization; outline sketches demonstrate the usual 
evidence seen on roentgenograms. The illustra- 
tions form an integral portion of the book and 
have been used to convey the author’s ideas of 
proper treatment. 

Although the author prepared the atlas for 
students and those who treat trauma, the sim- 
plicity and brevity of the presentations require 
the reader to have considerable knowledge of 
the treatment of fractures in order to use the 
volumes properly. For instance, the discussion 
of the open reduction of fractures of the clavicle 
conveys the impression that this method of treat- 
ing clavicular fractures is well accepted and fre- 
quently done. Also, manipulative reduction of 
fracture-dislocations of the cervical portion of 
the spinal column is discussed as if anyone could 
accomplish the procedure without undue risk; 
however, this method is not universally accepted. 
In many instances, definitive orthopedic opera- 
tions are discussed, but, in several cases, no 
concrete indications for the particular operation 
are given. Many of the surgical procedures men- 
tioned probably have no rightful place in a man- 
ual devoted entirely to the treatment of fractures 
without reference to the treatment of all compli- 
cations. | believe that this atlas will create an 
impression of simplicity in the mind of the 
reader toward many procedures which actually 
are not simple and are not devoid of danger. 

Although the author stated his reasons for be- 
ing dogmatic, this dogmatism might produce 
some difficulty in certain given medicolegal situa- 
tions when medical testimony is given in court. 
These volumes might conceivably be used as a 
reference for the legal profession, to the em- 
barrassment of some expert witnesses. 

E. W. J. 
(Continued on page A-156) 
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Mandelamine’s therapeutic 
distinction stems from 

its ability to control chronic 
urinary infections, 
including those resistant 

to antibiotics. 


Mandelamine suits all age 
groups but it is particularly 
useful in older patients. 

Its antibacterial action 

is confined to the urinary 
tract; sensitization is 
unlikely; no fluids or 
alkalies are needed and cost 
is most economical. 


DOSAGE: Adults: Average 
initial dosage is 1.0 

to 1.5 Gm. four times daily. 
Children over five: 


0.5 Gm. four times daily. 


MORRIS PLAINE. N. J. 


MANDELAM 


{brand of methenamine mandelate) 
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> REHABILITATION MEDICINE 


By Howard A. Rusk, M.D., Professor and Chair- 
man, Department of Physical Medicine and Re- 
habilitation, New Y ork University-Bellevue Medi- 
cal Center, New York, with 36 collaborators. 572 
peges with 170 illustrations. 1958, The C. V. 
Mosby Company, St. Louis. $12.00. 


Those interested in rehabilitation, whether spe- 
cialists in the field or general practitioners, will 
find this text a valuable basic reference. The first 
part of the book deals with the philosophy and 
principles of rehabilitation. Of particular inter- 
est to the general practitioner are descriptions of 
the specific tests and measurements involved in 
determining the patient’s capacity for rehabilita- 
tion. The chapters describing the paramedical 
services contributed by psychologists, occupa- 
tional vocational counselors, speech therapists 
and social workers are excellent. 

The second half of the book discusses the ap- 
plication of the principles of rehabilitation to 
specific disease entities, such as metabolic dis- 
orders, musculoskeletal problems, neuromuscular 
involvements, and pulmonary and cardiovascular 
diseases. 

M. k. 


> PRACTICAL BLOOD GROUPING 


By F. Stratton, M.D., Director, and P. H. Ren- 
ton, M.D., Deputy Director, Blood Transfusion 
Service, Manchester, England. 331 pages, illus- 
trated. 1958, Charles C Thomas, Springfield, Illi- 
nois. $9.00. 


A series of British texts have established a 
reputation for scholarship and authenticity in 
blood banking and immunohematology. This vol- 
ume maintains the previous high level and will 
be invaluable in these fields. 

Both authors have made original contributions 
and are in active charge of a large blood transfu- 
sion service; this is reflected in their text, which 
is both theoretical and practical. However, their 
thorough analysis of problem situations and spe- 
cial technics, which is of value to the specialist, 
may be impractical for workers in small blood 
banks. The authors have centered their text on 
immunologic features, giving less attention to 
other phases of blood banking. 

It must be emphasized that the procedures 
described may differ in detail from comparable 


procedures used in the United States, and that 
those who wish to apply them must be wary of 
the variations. For example, most blood banks in 
this country would avoid preparing anti-A or 
anti-B blood-grouping serums, preferring to rely 
on the carefully standardized materials which 
are available commercially. 

Some American blood bankers may object to 
certain viewpoints presented. The high-protein 
(bovine albumin) technic in crossmatching, 
which has gained a well-merited and widespread 
use here, receives little praise from the authors, 
who refer only to the high-protein tube test and 
disregard the high-protein slide test. Further- 
more, their discussion on preparing absorbed 
anti-A serum makes no reference to the problem 
of instability encountered with so many anti-A, 
serums. However, these are minor objections con- 
sidering the large area that is covered, and cov- 
ered well. 

A.M. W. 


> PATHOPHYSIOLOGY IN 
SURGERY 


By James D. Hardy, M.D., Professor and Chair- 
man, Department of Surgery, University of 
Mississippi Medical Center, Jackson. 704 pages 
with 278 illustrations. 1958, The Williams & 
Wilkins Company, Baltimore. $19.00. 


The author has attacked singlehandedly a tre- 
mendous subject which never could be encom- 
passed by a single volume. To meet this difficulty, 
he has chosen his topics wisely and adopted a 
chatty, personal style that allows rapid. easy read- 
ing. The volume reflects a wide experience and a 
deep understanding of the practice of surgery. 
Where limited space prevents detailed discus- 
sions, a number of good references are offered. 
which in most cases furnish the details necessary 
to complete the younger reader's concept. How- 
ever, additional details in some instances might 
add measurably to the book’s usefulness. 

This volume is broad enough in scope to be of 
help to the surgical intern and resident, suffi- 
ciently detailed in most regards to be a helpful 
review for surgical examinations, and new enough 
to be a valuable reference and director for the 
busy practitioner. 

J. S$. W. 
(Continued on page A-158) 
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AMBODRYL 


for relief of 


hay fever symptoms 


Sneezing, nasal congestion, and related hay 

fever discomforts can be relieved 

all summer long with AMBODRYL —an antihistaminic 
of unusual potency. Most patients can enjoy 

a symptom-free season—with little likelihood 

of side effects—on as little 

as 75 to 100 mg. a day. And on those days 

when the pollen count jumps, this dosage 

may be doubled or even tripled with little 

possibility of unfavorable reactions. 


AMBODRYL Hydrochloride (bromodiphenhydramine 
hydrochloride, Parke-Davis) is available 

in the following forms: 

AMBODRYL Hydrochloride Kapseals,® 25 mg. each, 
bottles of 100 and 1,000. 

AMBODRYL Hydrochloride Elixir, 10 mg. per 4 cc.; 
16-ounce bottles. 

AMBODRYL Hydrochloride Steri-Vials,® 

5 mg. per cc., for parenteral use. Supplied in 10-ce. 
Steri-Vials, boxes of 1 and 10. 


a 


PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 


POLLEN 


Daily pollen counts compiled for 
information of hay fever sufferers 
and physicians are shown below. 
Each count represents the aver- 
age number of pollen particles per 
cubic yard of air in the 24-hour 
period. The following table shows 
counts for the last seven days. 
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> X-RAY DIAGNOSIS OF THE 
ALIMENTARY TRACT IN 
INFANTS AND CHILDREN 


By Edward B. Singleton, M.D., Director of Radi- 
ology, Texas Children’s Hospital and St. Luke's 
Hospital, Houston. 352 pages, illustrated. 1959, 
The Year Book Publishers, Inc., Chicago. $11.00. 


In view of the increasing interest in problems 
peculiar to pediatric radiology in recent years, 
Dr. Singleton has included some of the major 
points concerning x-ray diagnosis of gastroin- 
testinal disorders within the confines of a concise 
reference book. 

The text begins with a discussion of the in- 
dications for roentgenographic examination in 
pediatric gastrointestinal problems; the author 
recommends his own technics of examination. 
These introductory chapters are followed by an 
orderly enumeration of the most commonly found 
entities. 

By combining the widely dispersed available 
facts on the subject with his own comments, the 
author has performed a service for the general 
radiologist whose experience in pediatrics is lim- 
ited and for the student of radiology. The most 
important problems in the field are mentioned 
and described briefly. The illustrations are re- 
produced with little loss of original detail. 

S. B. F. 


> CARCINOMA OF THE LUNG 
Edited by J. R. Bignall, M.D., Assistant Physi- 


cian, Brompton Hospital, London, England. Series 
of monographs on neoplastic disease at various 
sites. Vol. 1. 298 pages, illustrated. 1958, E. & S. 
Livingstone Ltd., Edinburgh and London. Dis- 
tributed by The Williams & Wilkins Company, 
Baltimore. $10.50. 


In this monograph, which is the first of a series 
on neoplasms at certain sites, the contributors 
have carried out much of the clinical, statistical 
and basic research on bronchogenic carcinoma 
in Great Britain. Clearly and interestingly writ- 
ten, the book contains a wealth of information 
not usually found in medical texts on this topic. 

The first section considers the mortality in 
Great Britain in comparison with that in vari- 
ous countries from which similar information is 
available. The second section contains probably 
the most comprehensive collection of evidence 
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regarding the etiology of bronchogenic carci 
noma available in any one publication today. Al- 
though the author has obtained evidence that 
cigarette smoke is an important causative agent. 
he also reports on the negative evidence and 
gives excellent coverage of other factors such as 
industrial hazards, atmospheric pollution, radio- 
activity, infection and heredity. The pathologic 
and laboratory diagnoses are also reviewed. 

The clinical features are set forth in a unique 
manner, according to factors which affect the 
clinical course: the site of the tumor, treatment 
and survival, histologic type, age and sex of the 
patient, and length of illness before diagnosis. 

Surgical treatment, radiotherapy and chemo- 
therapy are outlined, with a number of specific 
comments about special technics and doses. 

This book should be considered the most com- 
plete, authoritative and best-written text on this 
subject now available. 

R. D. M. 


> AN ATLAS OF ESOPHAGEAL 
MOTILITY IN HEALTH 
AND DISEASE 


By Charles F. Code, M.D., Brian Creamer, M.D., 
Jerry F. Schlegel, B.S., Arthur M. Olsen, M.D., 
F. Edmund Donoghue, M.D. and Howard A. An- 
dersen, M.D., Sections of Physiology and Medi- 
cine, Mayo Clinic and Mayo Foundation, Roches- 
ter, Minnesota. 134 pages, illustrated. 1958, 
Charles C Thomas, Springfield, Illinois. $8.50. 


Representing the results of the authors’ seven 
year investigation of esophageal motility, this 
monograph includes discussions of methods and 
procedures of studying the esophagus and its 
sphincters in health, achalasia. diffuse spasm and 
scleroderma. 

Modern recording devices have permitted pic- 
torial presentation of the complex sequences in 
esophageal activity. Unusual clarity has been 
achieved by showing x-rays or illustrations of the 
esophagus with the pressure transducers in place 
and by correlating these levels with direct points 
on the different pressure tracings. 

Pressure changes and the physiology of de- 
glutition generally are treated relatively super- 
ficially in textbooks of physiology. The authors’ 
observations on these subjects not only are of 
basic interest but also are of clinical value. 

Y. S. 
(Continued on page A-160) 
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PREWIGRONIZED FOR 
OPTIMAL 


Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 
® in inert, nontoxic aerosol vehicle. Contains no 


Med j haler- | SO alcohol. Each measured dose contains 0.06 mg. 
isoproterenol. 
a Epinephrine bitartrate, 7.0 mg. per cc., sus- 
° pended in inert, nontoxic aerosol vehicle. Con- 
Med I ha | = fon E P tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


(Riked) Calif, 


NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, TOO 
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> CURRENT THERAPY 1959 


Edited by Howard F. Conn, M.D., with 12 con- 
sulting editors. 781 pages. 1959, W. B. Saunders 
Company, Philadelphia and London. $12.00. 


With the present edition, this volume enters its 
second decade of publication. In this short time 
it has become recognized as one of the most out- 
standing and widely favored texts on medical 
treatment. It embraces a variety of medical con- 
ditions, and each section is authoritative, up to 
date, and concise yet complete. 

The publication of a new edition of this text 
each year is justified by the rapid changes that 
are taking place in medical treatment. 

R. V. R. 


& CARDIOVASCULAR SOUND IN 
HEALTH AND DISEASE 


By Victor A. McKusick, M.D., Associate Projfes- 
sor of Medicine, The Johns Hopkins University 
School of Medicine, Baltimore. 570 pages with 
194 illustrations. 1958, The Williams & Wilkins 
Company, Baltimore. $15.00. 


Dr. McKusick, who confesses to “an obsession 
with numbers, graphed relationships, and quan- 
tification in this field which is still largely quali- 
tatively descriptive,” has written an outstanding 
monograph. 

The text includes comprehensive discussions 
on the genesis, physics and physiology of cardio- 
vascular sound; the auditory mechanism; the 
stethoscope; transmission of sound in the body, 
and temporal relationships. Murmurs and other 
abnormal sounds are considered in separate sec- 
tions as well as under the headings of the par- 
ticular forms of heart disease with which they 
are associated. Auscultatory phenomena are cor- 
related excellently with roentgenologic, electro- 
cardiographic and clinical findings in all types 
of cardiac disease. A technical index and an ac- 
count of procedures for studying cardiovascular 
sound in man and respiratory and cardiovascular 
sound in animals are included. The author con- 
siders controversial issues from various aspects 
and presents data to support his own opinions. 

Dr. McKusick is an exponent of spectral 
phonocardiography, which is considered in de- 
tail. This type of phonocardiography differs from 
the conventional oscillographic variety in that 
the frequency spectrum of the sounds is por- 
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trayed. The finished spectrogram, therefore, is a 
time-frequency-intensity plot; such an analysis is 
comparable to that made by the ear. Interpre- 
tation of these sound spectrograms seems only 
slightly more complicated than that of more 
routine phonocardiograms and should not be a 
deterrent to the reader. The claims for spectral! 
phonocardiography seem justified. 

The author includes a historical survey of 
cardiovascular sound from Harvey’s time to the 
present and an impressive bibliography. This 
interesting and informative monograph should 
remain for many years an excellent reference 
work in the field of cardiovascular disease and 
phonocardiography. 

D.C. €. 


SURGERY OF THE 
STOMACH & DUODENUM 


By Claude E. Welch, M.D., Clinical Associate in 
Surgery, Harvard Medical School, Boston. Ed. 3. 
405 pages with 83 plates. 1959, The Year Book 
Publishers, Inc., Chicago. $9.75. 


Primarily a pictorial presentation of technics 
employed in the surgical management of diseases 
of the stomach and duodenum, this book is one 
of the series of Handbooks of Operative Surgery. 
The first several sections describe the anatomy. 
history, preoperative and postoperative care. 
types of incisions, and the methods of closing 
incisions, 

Management of congenital abnormalities and 
trauma and methods of performing gastrostomies 
are discussed in the first portion on technic. This 
section is followed by a general description of 
maneuvers such as pyloroplasty, cardioplasty and 
gastroenterostomy. The longest discussions per- 
tain to operative procedures for ulcers and can- 
cer of the stomach. Particular emphasis is given 
to maneuvers designed to reduce the incidence 
of complications. The step-by-step descriptions 
point out the areas in which mistakes are com- 
monly made. 

The management of portal hypertension is pre- 
sented in greater detail than in previous editions 
of this book. The indications for and the technic 
of performing splenorenal and portacaval shunts 
are described; however, in general, the indica- 
tions for the various operations are only briefly 
mentioned, 


(Continued on page A-162) 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (114 grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. | 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd, Boston 18, Mass. 
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> NUTRITION AND 
ATHEROSCLEROSIS 


By Louis N. Katz, M.D., Director, Cardiovascu- 
lar Department, Medical Research Institute, 
Michael Reese Hospital, Jeremiah Stamler, M.D., 
Director, Heart Disease Control Program, Chi- 
cago Board of Health, and Ruth Pick, M.D., 
Assistant Director, Cardiovascular Department, 
Medical Research Institute, Michael Reese Hos- 
pital, Chicago. 146 pages with 67 illustrations. 
1958, Lea & Febiger, Philadelphia. $5.00. 


Recent work in the extensive field of athero- 
sclerosis research is reviewed briefly in this mono- 
graph. Their singleness of purpose—to point out 
the decisive role of diet in atherogenesis—does 
not prevent the authors from presenting conflict- 
ing opinions fairly; in fact, they readily point 
out areas in which interpretations are conjectural 
and further study is needed. The chapter on hor- 
monal and other endogenous factors in athero- 
sclerosis is concise and well integrated. The final 
chapter, on prophylaxis and therapy of athero- 
sclerosis, is aggressive and will be useful to busy 
practitioners in outlining what seems best in the 
light of present knowledge. Those who read this 
book (it can be read in an evening) will. feel 
rewarded and grateful for the considerable effort 
of the authors. 

J. A. 


FRACTURE SURGERY 
A Textbook of Common Fractures 


By Henry Milch, M.D., Emeritus Attending and 
Consulting Orthopedic Surgeon, Hospital for 
Joint Diseases, New York, and Robert Austin 
Milch, M.D., Assistant Resident Surgeon, Peter 
Bent Brigham Hospital, Boston. 470 pages with 
671 illustrations. 1959, Paul B. Hoeber, Inc., 
Medical Book Department of Harper & Brothers, 
New York. $17.50. 


This book is intended primarily for the medi- 
cal student, the orthopedic resident surgeon and 
the busy general practitioner. 

The factual material, which is clearly de- 
scribed and reinforced with line drawings and 
x-ray reproductions, is based on comprehensive 
clinical experience. Coverage is adequate; the 
definitions and accepted theories of treatment are 
clear and concise, and the style is suited to im- 
mediate consultation. In general, controversial 


statements are few. The chapters devoted to axial 
malalignments, reduction of fractures and _plas- 
ter of paris establish a firm basis for the prac- 
tical aspects of orthopedic therapy. Although it 
is not a source book, this volume is clearly in- 
formative in the limited design to which it is 
dedicated, and its use as an emergency reference 
may prevent disasters resulting from the more 
common fractures. 
E. H. O'P. 


> MEN, MOLDS AND HISTORY 


By Felix Marti-lbanez, M.D., Director of the De- 
partment of the History of Medicine, New York 
Medical College, New York. 128 pages. 1958, 
MD Publications, Inc. $3.00. 


Dr. Marti-lbanez was born and educated in 
Spain. His background includes practicing psy- 
chiatry and lecturing on psychology, medical his- 
tory, eugenics, art and literature; consequently, 
his writings display familiarity with each of these 
fields. This book is basically a collection of arti- 
cles and addresses on philosophic and historical 
aspects of antibiotics, the majority of which were 
presented at annual symposia on antibiotics 
which were held at Washington, D.C., from 1953 
to 1957. 

The content of the volume is broad in scope. 
The past, present and future not only of anti- 
biotics but also of clinical medicine, scientific 
research, medical education and public health 
are vividly described. The background of anti- 
biotics, their discoverers, and the historical forces 
that played an important part in the discovery 
are woven together in the characteristic style of 
the author. 

Although many people consider the author a 
great writer, this reviewer found the material dif- 
fuse and somewhat difficult to read. Sentences 
are frequently long and complicated, with super- 
fluous words interwoven in such a way that the 
reader constantly struggles to maintain the pat- 
tern of thought. Incorrect words are used occa- 
sionally, such as “discretely” instead of “discreet- 
ly,” which may represent faulty proofreading. 
However, after reading sentences such as “Gaz- 
ing across the panorama of the next half cen- 
tury, antibiotics loom as a majestic bridge span- 
ning not space but the endless river of Time,” 
one may wonder if the time was well used. 

G. M.N. 
(Continued on page A-164) 
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pollen allergens 


attack the nose... 
Triaminic provides more effective therapy in 


res piratory allergies because it combines two 


ae 
antihistamines'* with a decongestant. 

These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing dilation and exudation.* 
This is not enough; by the time the physician is called on to 


a provide relief, histamine damage is usually present and should 

be counteracted. 
The decongestive action of orally active phenylpropanolamine 
Faw be helps contract the engorged capillaries, reducing congestion 
and bringing prompt relief from nasal stufhiness, rhinorrhea, 


sneezing and sinusitis.4:% 


' TRIAMINIC is orally administered, systemically distributed and 
reaches all respiratory membranes, avoiding nose drop addic- 


tion and rebound congestion." * TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 


References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1955. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. 8S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 582. 5. babricamt, N. Do: ELE.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Hlinois M.J. 122:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 3:1183 (Sept.) 1958. 


rliaminic 


TRIAMINIC provides around-the- 2 Also available: TRIAMINIC SYRUP for those 
clock freedom from hay fever and ( 
other allergic respiratory symp- «x patients of all ages who prefer a liquid 
toms with just one tablet q. 6-8 h. a medication. Each 5 ml. teaspoontul is 
of the qpectal ¢ equivalent to 4 Triaminic Tablet or 
Triaminic Juvelet. TRIAMINIC JUVELETS 
Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 
Phenylpropanolamine HCl..............50 mg. 


Pheniramine matleate............... 
Pyrilamine 25 mg. 


Tablet with the same timed-release action 
lor prompt and prolonged relict. 


running noses &, é&. and open stuffed noses orally 


SMITH-DORSEY a division of The Wander Company Lincoln, Nebraska Peterborough, Canada 
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DISEASES OF THE 
NERVOUS SYSTEM 


By Sir Francis Walshe, M.D., Consulting Physi- 
cian, University College Hospital, London, Eng- 
land. Ed. 9. 373 pages with 60 illustrations. 1958, 
E. & S. Livingstone Ltd., Edinburgh and Lon- 
don. Distributed by The Williams & Wilkins 
Company, Baltimore. $8.00. 


The advances in basic and clinical neurology 
are well represented in this book. However, there 
is lack of balance in the amount of space de- 
voted to some subjects. For example, the rib 
pressure syndromes are discussed in more detail 
than are heredofamilial ataxias. The treatment 
of vascular disease with anticoagulants and in- 
fections with antibiotics might also have been 
covered more fully. Except for such relatively 
minor defects, the content is excellent. 

The chapters on anatomic and nonanatomic fac- 
tors in diagnosis are commendable. Most impres- 
sive are the excellent clinical descriptions of the 
various disease entities. Warm and often lively 
descriptions of symptoms by patients replace the 
rather dull recitation that is usually encountered. 
This results in much more realism than is com- 
monly found in textbooks. 

J.R. B. 


Books received are acknowledged in this depart- 
ment, As space permits, books of principal interest 
to our readers are reviewed more extensively. 


A History of Neurology. MD Monograph on Medical 
History. By Walther Riese, M.D., Associate Professor of 
Psychiatry and Neurology and Chairman of the Depart- 
ment of the History of Medicine, Medical College of 
Virginia, Richmond. 223 pages. 1959, MD Publications, 
Inc., New York. $4.00. 


Behavioral Analysis. Analysis of clinical observations 
of behavior as applied to mother-newborn relationships. 
By David M. Levy, M.D., Clinical Professor of Psychi- 
atry, Columbia University College of Physicians and 
Surgeons, New York. 370 pages. 1958, Charles C Thomas, 
Springfield, Illinois. $9.50. 


Bone Tumors. By Louis Lichtenstein, M.D., Chief Pa- 
thologist, General Medical and Surgical Hospital, Veter- 
ans Administration Center, Los Angeles. Ed. 2. 402 pages 
with 220 illustrations. 1959, The C. V. Mosby Company, 
St. Louis. $12.00. 


Geographic Ophthalmology; Asia, Australia and 
Africa. Edited by William John Holmes, M.D., Attend- 
ing Ophthalmologist, St. Francis, Territorial and Hale 
Mohalu Hospitals and Kalaupapa Settlement, Hawaii, 
with 20 contributors. 293 pages, illustrated. 1959, Charles 
C Thomas, Springfield, Illinois. $3.50. 


Atomic Medicine. Edited by Charles F. Behrens, M.D. 
Consultant and Lecturer in Radiology, U. S. Naval Medi 
cal Center, Bethesda, with 25 contributors. Ed. 3. 70 
pages, illustrated. 1959, The Williams & Wilkins Com 
pany, Baltimore. $15.00. 


Call the Doctor; a Social History of Medical Men. By 
E. S. Turner, Kent, England. 320 pages, illustrated. 1959 
St. Martin’s Press, Inc., New York. $3.95. 


Gynecologic Endocrinology. By Gardner M. Riley 
Ph.D., Associate Professor of Obstetrics and Gynecology 
University of Michigan Medical School, Ann Arbor. 33) 
pages with 72 illustrations. 1959, Paul B. Hoeber, Inc 
Medical Book Department of Harper & Brothers, New 
York. $8.50. 


Surgery in World War II. Series on history of Medi 
cal Department, U. S. Army, in World War IL. Neuro 
surgery. Edited by R. Glen Spurling, M.D., Professor 
of Neurosurgery, University of Louisville School of 
Medicine, Louisville, and Barnes Woodhall, M.D., Pro 
fessor of Neurosurgery, Duke Medical School, Durham 
North Carolina, with 14 contributors. Vol. 1. 466 pages. 
illustrated. 1958, U. S. Government Printing Office, 
Washington, D.C. $5.00. 


Hey Groves’ Synopsis of Surgery. Edited by Sir 
Cecil Wakeley, F.R.C.S., Consulting Surgeon to King’s 
College Hospital, London, England. Ed. 15. 650 pages 
with 190 illustrations and 13 plates. 1958, The Williams 
& Wilkins Company, Baltimore. $8.50. 


The Hand; Its Anatomy and Diseases. By John J. 
Byrne, M.D., Professor of Surgery, Boston University 
School of Medicine, Boston. 384 pages with 166 illus- 
trations. 1959, Charles C Thomas, Springfield, Illinois. 
$10.50. 


Navy Surgeon. An autobiography. By Rear Admiral 
Herbert Lamont Pugh, Retired, Medical Corps, United 
States Navy. 459 pages. 1959, J. B. Lippincott Company, 
Philadelphia and New York. $5.00. 


The Anatomy of the Nervous System; Its Develop- 
ment and Function. By Stephen Walter Ranson, M.D., 
late Professor of Neurology and Director of Neurological 
Institute, Northwestern University Medical School, Chi 
cago. Revised by Sam Lillard Clark, M.D., Professor 
and Chairman of the Department of Anatomy, Vander- 
bilt University School of Medicine, Nashville, Tennessee. 
Ed. 10. 622 pages with 434 illustrations, 11 in color. 
1959, W. B. Saunders Company, Philadelphia and Lon- 
don. $9.50. 


Scientific Research and Development in Colleges 
and Universities; Expenditures and Manpower—1953- 
54. National Science Foundation Bulletin. 173 pages. 
1958, U. S. Government Printing Office, Washington, 
D.C. $1.00. 


This Slimming Business. By John Yudkin, M.D., Pro- 
fessor of Nutrition and Dietetics, University of London 
Faculty of Medicine, London, England. 191 pages, illus- 
trated. 1959, The Macmillan Company, New York. $3.00. 


Biosynthesis of Terpenes and Sterols. Ciba Founda- 
tion Symposium. Edited by G. E. W. Wolstenholme, 
O.B.E. and Maeve O'Connor, B.A. 311 pages, illus- 
trated. 1959, Little, Brown & Company, Boston. $8.75. 
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Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Apr. 1—At noon with Georgi- 
anna Richards to La Rabida for 
lunch, and visited the new re- 
search building fast nearing com- 
pletion: it is so well designed 
and equipped that research in 
these salubrious quarters should 
be a delight. At night to the 
Standard Club to address the 
Council for the Aged—some 100 
leaders in this most pressing of 
social, and medical 
problems. 


economic 


Apr. 2—For lunch with M. 
Goldblatt, Friedell and Hoffman 
to hear of their planning. At 
night to a great rally for Mayor 
Daley, where Karl Meyer was 
host; here, Senator Douglas 
spoke in behalf of honesty, and 
Adlai Stevenson uttered felici- 


tous well-rounded sentences in 
behalf of virtue. 


Apr. 3—By plane on Delta to 
Miami, and a long jump over to 
the old airport to pick up Eastern 
for Palm Beach, finding aboard 
Phil Lewin and Engel. At the 
airport, met Mayme Lewin and 
rode with her to the Biltmore. 
So dining again with the Obers 
and Rivers and played some 
bridge with the latter, an even 
game. At night reading “Mount- 
olive,” by Lawrence Durrell, who 
has a gorgeous vocabulary and a 
beautiful style. 
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Apr. 4— All this day at a sym- 
posium on rheumatoid arthritis, 
in which participated the follow- 
ing doctors: Charles L. Short, 
who told felicitously of its his- 
tory, J. Peter Kulka, who de- 
lineated its pathology, and Albert 
Dorfman, who spoke brilliantly 
of its biochemistry and the “acid- 
mucopolysaccharides.” Henry G. 
Kunkel considered the immunolo- 
gy. and Lewis Thomas summa- 
rized. It seems likely that many 
factors are concerned—genetics, 
enzymes, psychosomatics, auto- 
immunization and, perhaps, vi- 
ruses or allergy. Then came dis- 
cussions by Drs. Ragen, Horsfall. 
Dixon, Engel and Warkany. And 
old Pepys thought that with so 
many facts sooner or later must 
come a synthesis. So next to dine 
and to dance and to bed. 


Apr. 5—To a conference on 
congenital malformations. First 
came Dr. Josef Warkany, who 
lightly and wisely reviewed weird 
beliefs and superstitions about 
maternal impressions. Dr. F. 
Clarke Fraser of Canada consid- 
ered the multiple environmental, 
genetic and misunderstood causes 
and the method of investigating 
congenital defects. Next, G. G. 
Wilson told of new experiments, 
and Donald D. Matson described 
the marvels of surgery. Rustin 
McIntosh closed the meeting with 
a philosophical review. Then saw 
on television the famous finish 
by Wall in the Masters’ Tourna- 
ment, and was comforted by see- 
ing Palmer miss two short putts. 
At night with Ken Landauer to 
the home of Max Geffen, where 
came the Hutchins and Dr. Om- 
bres, and then to dine, discuss 
and confer at the Tabu over sir- 
loin steaks. 


Apr. 6—All this day with the 
Committee on Professional Edu- 
cation, Thomas Turner presiding, 


and recommending aid for most 
of the personnel of medicine. In 
the evening to dine with the 
Rivers and Obers, and played a 
few hands of bridge, losing 10 
centimes. 


Apr. 7—Now come the eru- 
dite investigators of viruses, im- 
munology and genetics to discuss 
many applications for grants, 
with Norman Topping presiding. 
At night with the O’Connors, 
Glassers, Houston Merritts and 
Rivers to dine at the beautiful 
Palm Beach Celebrities’ Club. 


Apr. 8—Now with committees 
on other aspects to consider other 
applications, and finished off the 
day contributing to the welfare 
of Nick Bernard, who is a mas- 
ter of the sudden schneider when 


spades are doubled. 


Apr. 9—Up early to drive 
with Merriel Abbott to place 
Mistress Pepys on a plane. Back 
to another committee meeting 
and more gin, and then off on 
the plane to New York, discuss- 
ing progress en route with neu- 
rosurgeon Pool and Doug Whita- 
ker of the Rockefeller Institute. 


Apr. 10—At the Waldorf and 
to breakfast with Stan Henwood. 
Next to a conference on kidney 
function, with Irving Schwartz 
and Milton and Stanley Lasdon. 
So, after many telephone calls, 
by Capital Airlines Viscount off 
to Chicago to have dinner with 
Ann, Justin, Amy, Danny and 
Ann Marie. 


Apr. 11—Read the manu- 
script of Gerald Carson’s life of 
John R. Brinkley, amusing and 
philosophical. Next came Sylvia 
Covet, and we conferred some 
hours, designing new features for 
POSTGRADUATE MEDICINE. At 
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noon to lunch at the Tavern with 
Goldblatt, Hoffman, Friedell, Ber- 
lin, Gene Stein and Fierst, plan- 
ning a brochure. Then again at 
my scrivening and at night to 
dine at the Friedells’ with Sam 
Pearlman and the Reichs, Bill 
Hoffmanns and Abeles, and some 
fine talk of science and medical 
history and education. 


Apr. 12—To the Northmoor 
Country Club, where my class- 
mate Irving Stein and his lovely 
lady gave a brunch, and we talked 
of trips abroad and international 
congresses. Thereafter, played 
some good bridge with George 
Lurie, Henry Levy, Perry Hirst 
and Arthur Rubloff, and then 
visited all the children and 
grandchildren to say au revoir 
before taking off for Europe. 


Apr. 13—All day at the desk, 
and in the afternoon conferring 
with Dachman and Weinstein of 
the City of Hope and with Dr. 
Richard Orr. 


Apr. 14—To New York on 
the Jet Electra in two hours, read- 
ing “The Body,” by Carter 
Brown, who is an expert. Con- 
ferred with Runyon and Beebe at 
Doubleday’s about our new book 
on the heart. In the afternoon 
came Elmer Bobst and Al Dris- 
coll, and talked with them of our 
work; then to the Forum of the 
Twelve Caesars, where the menu 
is a work of art and the cooking is 
even more so. The major-domo, 
we found, was related to our late 
dear friend Dr. Townsend Fried- 
man. Next, to Herbert Mayes’, 
where came also Milton Biow 
and Melise, and all celebrated 
the nineteenth birthday of Vicky 
Mayes, now a gorgeous damsel. 


Apr. 15—Up betimes attend- 
ing the mail, and there came 
Smith of Thos. Cook with the 
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tickets, which make a great par- 
cel. Next came William Marsden 
to discuss the details of World- 
Wide Abstracts of General Medi- 
cine. At noon to the Drake, where 
Milton Runyon entertained for 
Laura’s birthday. Here were Mel 
Evans and Beebe and: all the 
ladies for a sumptuous collation. 
To Brentano’s and to the Taylor- 
Carlisle bookstore, and again 
conferring with Elmer Bobst 
about plans for the big parties in 
Atlantic City. His operation gives 
him now a still more youthful ap- 
pearance and athletic girth. Still 
later visiting with Nan Lasdon 
Freiwald, and to New York Hos- 
pital to visit Bobby Lasdon, who 
now seems much improved. To 
dinner came the Sorokos, and 
thereafter won at gin. 


Apr. 16—For luncheon in the 
RCA Club with Max Geffen and 
Paul Robinson, considering proj- 
ect X, and then to Idlewild to em- 
bark on PAA for Lisbon, dining 
and sleeping well en route. 


Apr. 17—In Lisbon, driving 
about the city with Senhora Al- 
meida e Sa and purchasing more 
paliteiros. To visit a center where 
many seriously handicapped 
learn printing, modeling, watch- 
making, bookbinding, radio re- 
pair and music. The composer 
Fernandez Gil, who is sadly dis- 
torted by polio, stood at the piano 
and played his own compositions. 
To the airport at noon came Dr. 
Almeida e Sa and told of his 
sadness at the difficulty of secur- 
ing vaccination against polio in 
Portugal. Then off to Madrid on 
a packed tourist flight, for there 
seems to be no other kind. To the 
airport Barajas in Madrid came 
Dr. Bosch-Marin in his new Mer- 
cedes Benz. In the Ritz Hotel, the 
Turkish premier and his entou- 
rage are resplendent in blue and 
gold, and on our floor sits a tall 


guard with a long saber, qu 
frightening. To the tailor F |- 
mundo y Ricote, warmly w:|- 
comed, and with Mistress Pep. s 
to the Galeria Preciados, wh: 
Carmen is more courteous th 1 
Marshall Field’s. Chatting ai o 
with the owners of the Lence: a 
Ideal, which gladdens little da: 
sels and urchins with new r.i- 
ment. To dinner toward mi |- 
night came Edith Bulson and tie 
Bosch-Marins and conversed [|| 
late of doings in Madrid. 


Apr. 18—-At noon came re- 
porters, photographers and health 
officials for interviews of medi- 
cal progress. Next to visit Dr. 
Luis Jordana de Pozas, delegado 
general of the Instituto Nacional 
de Prevision, who administers 
the social security, in which of- 
fice Dr. Bosch-Marin administers 
the works of some thousands of 
medicos and nurses, hospitals 
and sanatoria. Thereafter, to the 
office of Dr. J. Garcia Orcoyen. 
who is also director general of 
Sanidad and professor of gyne- 
cology of the Facultad de Medi- 
cina. His office looks out on the 
plaza where stand the statues of 
Don Quixote and Sancho Panza 
before the monument to Cervan- 
tes. In the afternoon to comida 
en el Restaurante La Pergola en 
la Cuesta de la Perdicez. Here 
were Drs. Manuel Blanco Otero 
(puericulture), Manuel Such 
(rehabilitation), Luis Najera 
(tuberculosis), Torres Gost (in- 
fectious diseases), and Enrique 
Bravo (infant hygiene), all of the 
department of health. At night 
with Colonel Webber, military 
attaché to our embassy, Dr. Mas- 
juan, professor of roentgenology. 
and Dr. Gonzales Aja, leading 
general practitioner, to a colla- 
tion at the home of Edith Bulson 
and saw movies of our previous 
visit to Madrid and other tours 

(Continued on page A-208) 
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the house-call antibiotic 


e wide range of action is reassuring when 
culture and sensitivity tests are imprac- 
tical 

e effectiveness demonstrated in more 
than 6,000,000 patients since original 
product introduction (1956) 


tentiated 
= triacetylol 


More than 90 clinical references attest to — 
the superiority and effectiveness of Cosa- 
Signemycin (Signemycin). Bibliography - 
and professional information booklet 
available on request. 


Pfizer?) Science for the world’s well-being “ 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. 


capsules oral suspension 
125 mg., 250 mg. raspberry flavored, 
2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 


pediatric drops 
raspberry flavored, 

10 ce. bottle (with 
calibrated dropper), 

5 mg. per drop (100 mg. 
per cc.) 
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that we made with our editor 
Sylvia Covet. 


Apr. 19—To the Hospital de 
Rey with Dr. Gost, and saw the 
new wing for poliomyelitis—some 
60 beds—with respirator room, 
physical therapy, tanks of vari- 
ous sizes for hydrotherapy, and 
other devices. Then to the Pre- 
ventorio Infantile de Guadar- 
rama, where some 400 little girls 
from deprived homes who have 
open cases of tuberculosis are 
given homes with outdoor school- 
ing, good nutrition and health 
education; they sleep in wards of 
50, each ward of a different color 
design. Their ages are 6 to 12, 
and never have these old eyes 
gazed on greater cheerfulness. 
The medical care includes com- 
plete physical, x-ray and labora- 
tory study. Then driving to Es- 
corial, dining at the Louis Felipe. 
and visiting next the Valley of 
the Fallen, which is a great 
monument to the Spanish Civil 
War dead. At night, all to the 
home of Dr. Bosch-Marin, seeing 
his children and grandchild and 
meeting also Dr. Emilio de la 
Pena, urologist. 


Apr. 20—Early to the air- 
port, feeling droopy, and flew to 
Palma in Majorca, going to the 
beautiful Bahia Palace Hotel. 
Luncheon in the dining room 
overlooking the sea, and then to 
bed with a slowly rising fever. 
which, accompanied by chills, 
reached 105° F. in two hours. So 
there came Dr. Miguel Capo, who 
stated many such cases were in 
the area and others in the hotel. 
He prescribed AcHROMYCIN® and 
PYRAMIDON®, saying of the lat- 


ter, “I know you Americans don’t 
like this.” 


Apr. 21—All this day in bed 


without appetite. Mistress Pepys 
for a short while off to visit the 
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magnificent caves with the stalac- 
tites that are a world wonder and 
telling of the boats with the music. 


Apr. 22—More of the same— 
lying in bed, gazing longingly on 
the beautiful view. Mistress Pepys 
returns from a short visit to the 
great cathedral, bringing the 
newspapers and announcement of 
magnificent altar decorations 
finer than any seen in the great 
Eucharistic congress. 


Apr. 23—The temperature ap- 
proximates normal; the gastroin- 
testinal performance is wholly 
excruciating and the appetite in 
absentia. Somewhat amused, par- 
ticularly by a piece written by 
Art Buchwald telling of experi- 
ences with an interior decorator 
and especially a reference to 
reading “Lowellita—The Story 
of a Little Boy Who Liked 


Grown-up Girls.” 


Apr. 24— Dressing, and, with 
knees of soft rubber, to the air- 
port to fly to Barcelona. By car 
to the superb hotel Arycasa and 
reclined two hours. Then back to 
the airport, seeing new buildings 
and great apartments arising on 
every side. And reminded here 
of Dr. Garcia Tornel, whom we 
saw for a moment in Madrid. 
Then on a beautiful Viscount of 
L’Italie Airlines to Rome, stop- 
ping briefly at Nice and Milan 
en route. In Rome at the airport 
again greeted by our friend 
Signor Marino, also Drs. Marino- 
Zuco and Pizzetti and the great 
lady Elena Marino-Zuco and 
Romola Vicchi. So to the Hassler, 
finding Milton Lasdon waiting in 
the doorway, and the invalid, 
old Pepys, much cheered and still 
no appetite, promptly went to 
bed. Mistress Pepys, meanwhile, 
off with Mesdames Marino-Zuco 
and Valdoni to the opening of 
Tebaldi in the opera “Madame 


Butterfly,” and on return repo: - 
ed the tremendous ovation fir 
the soprano, who was showere | 
with roses from the entire hou- 
and cheered like a football her: 


Apr. 25—Remaining indoo: 
still recuperating and sti 
schwach. At two in the afternoo 
to luncheon on the Hassler te: 
race, where came Mrs. Dougla- 
and Romola Vicchi. The son-in 
law of Mrs. Douglas is that mas 
ter of the short story J. D. Sal 
inger. who wrote “Catcher in the 
Rye.” And we talked of the liter- 
ary and artistic world. Thereaft- 
er, came to visit Dr. Caronia. 
who is now the chief of a section 
of the health ministry devoted to 
child care. The University of 
Rome has a new division of medi- 
cal genetics, first in Italy, headed 
by Professor Gedda of the Men- 
delian Institute. At night to dine 
in the home of Professor Marino- 
Zuco, seeing the perfect organi- 
zation of office and home stretch- 
ing room after room in two great 
wings. Here came also Professor 
Valdoni, distinguished surgeon of 
the University of Rome, who will 
head the meeting of the Inter- 
national College of Surgeons here 
in May 1960, and Professor 
Marcozzi of surgery in Perugia. 
whose charming lady is a daugh- 
ter of the late Professor Paliucci. 
Here also the great Marotta, head 
of the Instituto de Sanita, Dr. 
Rampoldi, and all the ladies. The 
conversation of medical changes. 
the food and drink, and the eve- 


ning were unsurpassed. 


Apr. 26—Still recuperating. 
At noon to sit in the sun at 
Doney’s and watch the world 
stroll by, and saw the Lasdons 
off for a trip to Hadrian’s villa 
and the Tivoli. Later came Dr. 
and Mrs. Caronia, and in the eve- 
ning to dine came Drs. Frontali 

(Continued on page A-210) 
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reduces frequency of attacks 
reduces dependence on nitroglycerin , 
Supplied: Tablets, vials of SO. Each tablet contains 200 mg. 
ef meprobamate and 10 m¢ 


and Marino-Zuco and the ladies, 
and we talked of internstional 
congresses in Europe, Chicago 
and Montreal. 


Apr. 27—At my scrivening 
and for a brief walk in the sun. 
At noon to the most popular 
Cappricco, and at night came 
Drs. Pietrogrande and Del Torto 
with the ladies and Dr. Pizzetti, 
and it was pleasant to hear the 
young point of view. The special 
news is that the Vatican is about 
to initiate a medical school in 
Rome which will be the first pri- 
vate medical school in Italy. Dr. 
Pietrogrande is pleased with this 
teaching in Sardinia, since the 
class is only 30 students, com- 
pared with the hundreds taught 
in one class in Rome. 


Apr. 28—To complete my 
correspondence, and after lunch 
to the airport for the T.W.A. 
flight to Athens. At the airport in 


RETIREMENT 


The doctor gave his practice up, 
Retired, to read and travel. 
No more would he arise at night 

Or hear his patients cavil. 


At first he loved his life of ease, 


Was carefree and exultant. 


He swore he'd not return to work, 


Not even as consultant. 


And did he get his belly full 
Of idleness, and go 


Right back to practice, and, indeed, 


W ork even harder? No. 


¢ Medical Muse 
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Rome were the Marino-Zucos, 
Romola Vicchi, the Del Tortos, 
Pizzetti, and Dr. Boni and Mr. 
Marino, who first welcomed the 
American secretary for air and 
then saw us off. In Athens wel- 
comed by Dr. Nick J. Photinop- 
oulos and Mesdames Krimpas, 
Alivisatos and Cristeas, known 
to many American medicos. So to 
the Grand Bretagne and amazed 
at the building in the center of 
Athens, reminiscent of what is 


being done on Park Avenue. 


Apr. 29— With Mesdames Ali- 
visatos and Cristeas to see the 
newly opened museum of the 
treasures unearthed in the civili- 
zation at Mycenae in the fifth and 
sixth centuries B.C. Here noted 
particularly a votive tablet to 
Aeneas the physician, and was 
startled by the grace of the sculp- 
tures of Jupiter throwing thun- 
derbolts, and the jockey. Then to 
the summer home of the Alivisa- 


tos beyond the airport on \e 
Aegean Sea. 


Apr. 30—At noon came, 
and Mrs. Krimpas, he hay g 
been elected president of | \¢ 
Greek medical association for | \¢ 
fifth time, and with them |r, 
Nick J. Photinopoulos, retur: 
from his stint in India. So all «ut 
to Griffada, again for lunche:n 
in the open air and gossipiig 
about our many friends aroun: 
the world. In the afternoon with 
Ralph Bettman and Lucille, just 
returned from Tel Aviv, and met 
Dr. Harry Messinger and his 
lady from Boston, he now devot- 
ing himself wholly to Greek 
scholarship. Then to the Acrop- 
olis at sunset, truly one of the 
wonders of the world with its 
startling symmetry, and it was 
gorgeous in the sunset sky. In 
the evening with Professor Cris- 
teas and his dear lady to dine at 


the Floca. 


RICHARD ARMOUR 


THE CHOLESTEROL CONTROVERSY 


“Cholesterol, cholesterol, 
It’s what makes arteries so small. 
Beware of saturated fats,” 


Says Doctor A. (Some think he’s bats.) 


“Cholesterol, cholesterol, 

It doesn’t mean a thing at all 

In heart attacks—no, not a particle,” 
Writes Doctor B. (Some burn his article.) 


“Cholesterol, cholesterol, 
The levels rise, the levels fall, 


I just don’t know,” says Doctor C. 


(A loved, respected man is he.) 
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eats more patients more effectively 


new order of magnitude in corticosteroid effectiveness 
a new order of magnitude in margin of. * i 


. DECADRON in 90 percent of 153 p 
bronchial asthma. 


+ with acute, chronic 

_ DECADRON is a trademark of Merck & Co., Inc. 


WHEN YOU PRESCRIBE NEW 


NOW SHE 

CAN COOK 

BREAKFAST 
AGAIN 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 


(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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THE MOST SIGNIFICANT IMPROVEMENT 


IN ANTACID THERAPY SINCE THE INTRODUCTIO \ 
OF ALUMINUM HYDROXIDE IN 1929 


10 20 30 40 50 60 


perature container (37°C) equipped with mechanical im hydroxide complex for gastric hyperacidity. To be published. 
stirrer and pH electrodes. Hydrochloric acid was added as needed 
to maintain pH at 3.5. Volume of acid required was recorded at 
frequent intervals for one hour. 


**ph stayed below 3 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, stabilized with hexitol, with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation + No acid rebound 

5. More pleasant to take 


Adult Dosage: Gastric hyperacidity —2 to 4 
tablets as necessary. Peptic ulcer or gastritis 
—2 to 4 tablets every two to four hours. 
No chalky taste. New CREAMALIN tablets are not Tablets may be chewed, swallowed with 
2 > water or milk, or allowed to dissolve in 

chalky, gritty, rough or dry. They are highly pal- iin shat. 
atable, soft, smooth, easy to chew, mint flavored. Supplied: Bottles of 50, 100, 200 and 1000. 


(}[Jiuithnop LABORATORIES - NEW YORK 18, NEW YORK 


we i 
ore acid faster CRrAMALIN neutralizes more acid 
Quicker Relief + Greater Relict Lasting Reliel 
‘ Acid neutralization with 10 leading antacid tablets® Duration of action at pH 3 to 5* os 
320 3 (per gram of active ingredient) | (per gram of active ingredient) 
emures 
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Combined Orinase-insulin therapy 


enables you to “stabilize” a surprising 
percentage of “brittle” diabetics 


The primary indication for Orinase remains in the stable, maturity-onset diabetic in whom 
Orinase usually can fully replace insulin therapy. But now a further indication has developed 
from the cumulative data of the past several years: many labile diabetics, who cannot be 
managed on Orinase alone, can benefit from the addition of Orinase to their insulin regimen. 


A major benefit—stabilization 


In the labile diabetic who successfully responds to joint insulin-Orinase management, the 

y respo J anag 
“peaks and valleys” of erratic blood sugar levels are rarely observed. ‘The addition of Orinase 
greatly reduces sudden and unexpected changes...tends to “stabilize” even the “brittle” 
diabetic. 


A major benefit—lessened insulin needs 

The Orinase-stabilized labile diabetic generally requires less insulin than before the inclu- 
sion of Orinase in his regimen. This lessening of insulin dosage is particularly advantageous 
in the patient who is insulin-dependent, but who reacts unfavorably — whether by lipodys- 
trophy or otherwise —to insulin. 


The derived benefits—less hypoglycemia, less anxiety, greater well-being 

With stabilization, the hazards of shock or coma are diminished. Like the diabetic who is 
responsive to Orinase alone, the labile diabetic on combined therapy need no longer walk a 
slender tightrope between hypo- and hyperglycemia. The patient's fears are greatly lessened 
...often to be replaced by the healthier outlook characteristic of euglycemic Orinase 
MANAQEMENL. nea. v.s. PAT. OFF.— TOLAUTAMIDE, 


[Uri 
The Upjohn Company 
Kalamazoo, Michigan 
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IN-UROPATHIES j 
WHEN PAIN IS PART OF THE PICTURE sxy:sczvsaca™=—™ 


Child der i00 
Urinary tract pain, at the source or referred, is subject to the rapid T tablet four times dai ‘ 


analgesic action of the azo dye in Azo Gantrisin. Azo Gantrisin combines GSctrism nics s0 yg 
dramatic relief of symptoms with proven effective action against infec- oa py per rigine HCI — 
tions carried by either blood stream or urine. } 
Valuable also following urologic manipulation and surgery. sig] 

ROCHE 


AZO GANTRISIN 


GANTRISIN® brand of sulfisoxazole 


referred pain, 
| 
ORIES 
LABORATORIE 
Division of Hoffmann-La Roche Inc, 
Nutley 10, N, J, 


FORTHCOMING FEATURES 


FREE YOUR ARTHRITIC PATIENTS 

FROM THE DISADVANTAGES 

OF STEROID/ PHENYLBUTAZONE/ 
ASPIRIN THERAPY 


w Posteraduate 
Medicine 


Medical and Surgical Problems in 
Liver Disease 
WILLIAM A. ALTEMEIER, M.D. AND 
RICHARD W. VILTER, M.D., University 
of Cincinnati College of Medicine, 
Cincinnati 


The Role of Hiatal Hernia in the 
Differential Diagnosis of Cardiac 
and Gastrointestinal Disease 
HENRY L. BOCKUS, M.D., University 
of Pennsylvania Graduate School of 


Medicine, Philadelphia 


Detection, Recognition and 
Management of Anemia 
WILLIAM B. CASTLE, M.D., Harvard 
Medical School, Boston 


Cancer of the Breast: Evaluation 

of Current Methods of Treatment 
GEORGE CRILE, JR., M.D., The 
Cleveland Clinic Foundation, 


Cleveland 


Low Back Pain 
CARROLL B. LARSON, M.D., State 
University of lowa College of 
Medicine, lowa City 


The Tired-mother Syndrome 
LEONARD L. LOVSHIN, M.D., The 
Cleveland Clinic Foundation, 
Cleveland 


Behavior Problems of Children 


JOHN G. YOUNG, M.D., University of 
Texas Southwestern Medical 
School, Dallas 


LIMITATIONS AND DISCOMFORTS OF STANDARD SALICYLATES 


wARTHROPAN 


BRAND OF CHOLINE SALICYLATE LIOL Wp 
U. S. & FOREIGN PATENTS PENDING 

ARTHROPAN is the new anti-arthritic, anti-inflamma- 
tory analgetic agent which assures effective relief of 
arthritis, without the inherent disadvantages of ster- 
oid, phenylbutazone, or standard salicylate therapy. 
Extensive clinical trials! in thousands of patients by 
more than 180 investigators have demonstrated that 
ARTHROPAN is extremely well tolerated by virtually 
all patients—even the 15 to 30 per cent of the ar- 
thritic population who experience gastric distress 
after the required high dosages of aspirin. Adminis- 
tration of high, tolerated dosages of ARTHROPAN may 
eliminate, or greatly reduce, the need for steroid 
therapy with its potentially hazardous side effects. 
ARTHROPAN is further distinguished by its unusually 
rapid action—it is absorbed 5 times faster than 
aspirin2.3.4 — an important advantage for the arthritic 
requiring rapid relief of “early morning joint stiff- 
ness.” Its high palatability (cherry-flavored solution) 
makes it ideal for the arthritic who has difficulty in 
swallowing a large number of tablets each day. 
DOSAGE: Each teaspoonful (5 ml.) contains 870 mgm. of 
Choline Salicylate. Average dose for adults is 1 teaspoon- 
ful 3 to 4 times daily. The dosage may be adjusted upward 
according to the patient’s response and the physician’s 
therapeutic judgment. 

SUPPLIED: Bottles of 16 and 8 ounces. 

CITED REFERENCES: 1. Complete data available on request to the 
Medical Director. 2. Wolf, J., Aboody, R.: Federation Proc. 18:605, 


1959. 3. Broh-Kahn, R. H.: Federation Proc. 18:17, 1959. 4. Smith, 
P. K.: Personal Communication. 


The Lrederioh Company 
CEDICATED TO PHYSICIAN AND PATIENT SINCE 1802 


NEW YORK 14,N.Y. | TORONTO 1. ONTARIO 
© Copyright 1959, The Purdue Frederick Company 
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more dependable absorption for more predictable results in 
HYPERTENSION 


Protalba-R contains protoveratrine A,* a single alkaloid of veratrum for 
more effective management of the hypertensive patient. 


Protoveratrine A reduces elevated blood pressure with more predictable 
results than ever before possible in oral veratrum therapy because of its 
crystalline purity and ready absorption from the intestinal tract. 


Combination of protoveratrine A with crystalline reserpine in Protalba-R 
permits blood pressure reduction with smaller and thus better tolerated 
doses than when either drug is used alone. 


protalba-R 


{Trademark for Tablets Protoveratrine A, 0.2 mg. and Reserpine, 0.08 mg. *Patent Pending 


Vine PITMAN-MOORE COMPANY bivision of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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duces dermatitis and resistant strains 
uncommon.” the noninflames 


sponses | of the body, cause a decreas 
amount of and vascularization." 


ment 196. GHLDROMYCETI 
(chloramphenicol, Parke-Davis), 0.5% hydro- 
cortisone acetate, and 5,000 units polymyxin 
B sulfate per Gm., ‘supplied in ) Ye-02. 


References: (1) Perkins, E. S.: 
“1957. (2) Queries and 


— 
for gram as cortisone, even when given 
|| Gould Medical Dictionary, ed. 2, ‘Ostler’ 
Hill Book Company, Inc., 1956, p. 945. (5) age 1 


no asthma symptoms. Tedral dependably protects chronic 


asthma patients against constriction, congestion and apprehension. Available 
in five convenient dosage forms, Tedral is the ideal antiasthmatic for continuous 
and safe prophylaxis at moderate cost. 


Formula: theophylline, 
2 gr.; ephedrine, % gr.; 


© 
phenobarbital, gr. 
Dosage: 1 or 2 Tedral 
tablets q.4.h. plus 1 or 2 cHILCOTT 
Tedral Enteric Coated 


with the regular dosage 


at bedtime protect most the dependable antiasthmatic 


patients ’round the clock. 


MORRIS PLAINS, N. J. 
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Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
: Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
4 nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


ins: Ref : 1. Hart, D.; B ll, A. W.; 

Each tablet contains: Bunim, J. J.. and Polley, F. He: Ninth inter- 
Acetylsalicylic acid (5 gr.).......... 300 mg. 
Para-aminobenzoic acid (5 gr.)....300 mg. Joint Committee, Medical Research Council & 
Nuffield Foundation, Treatment of Rheumatoid 
50 mg. Arthritis, British Medical Journal (April 13) 
Dried aluminum hydroxide gel....100 mg. 


All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 


SMITH-DORSEY: a division of The Wander Company « Lincoin, Nebraska + Peterborough, Canada 


Photographs show 2-stage 
Tandem Release disintegration. 
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; Motion sickness 
Nausea and vomiting 


specific for situational stress 


PHENERGAN aids in carrying your patients through difficult 
periods of stress. It creates a state of quiescence without depress- 
ing vital functions. Because of its many actions and uses, 
PHENERGAN is used extensively in obstetrics, surgery, and in 
wide-ranging areas of medicine. 


versatile in action indications : 

Psychic sedative Nausea and vomiting 

Antiemetic Motion sickness 

Antihistaminic Surgical sedation 

Analgesic and narcotic Obstetrical sedation 
potentiator 


Oral surgery and dental procedures 
Allergic reactions 


PHENERGAN 


HYDROCHLORIDE Priladeiphie 1, Pe. 
Promethazine Hydrochloride, Wyeth 


INJECTION TABLETS SYRUP SUPPOSITORIES 


Comprehensive literature supplied on request 


Surgical and Allergic reactions 


obstetrical sedation 
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: hich antibiotic should I use fi PP 
ewe and infection: 
SKIN, SOTt tissue and post-suregical inte ons - 
$ staph ram nega 
: 
because. 


Kantrex is a ‘first ¢ choice’ * antibioti¢ for use in 
-infections due to staph and“ eram negatives . 


because it is: 4 
e bactericidal —not merely bacteriostatic e does not encourage the developmen of 
resistant organisms in clinical usage 


° effective against a wide range of organisms, e “most likely to succeed" —in saving ti. e, 
reducing 
e well tolerated in specified dosage 


because it is: clinically ‘proven 


in over 1000 cases by 111 investigators, reported in 42 blished papers 


POST-SURGICAL INFECTION 


KANTREX Clinical Report No. 799 a ay q 
typica 


RAPID RESPONSE TO KANTREX 


7] 8] 9 dramati | icy 
| response 


(even after other 
antibiotics failed ) 


E. D., a 73-year-old male, underwent a suprapubic cystotomy and fulguration of 
papillary carcinoma of the bladder. His temperature began rising on the 10th 
postoperative day; subsequently urine and blood cultures yielded A. aerogenes. 
After penicillin, tetracycline and chloramphenicol failed to alter the course 
of the infection, KANTREX brought about a dramatically rapid improvement. 


— Rutenburg, A. M., et al.: Annals N.Y. Acad. Sci. 76:348, 1958. 


Availabe as a ready-to-use ster 


BRISTOL LAS ORATORIES INC., Syracuse, New York \ aan 


q 
2 
alt 
| 
| 
> 
. 
(as sulfate) in 2 mi. v 
room te re. finitely KANTREX Injection, 1.0 Gm. kanamycin 
4 
4 


Each Tablet Contains: 
Aspirin 200 mg. (3 grains) 
Phenacetin ................0000 150 mg. (242 grains) 
30 mg. (¥2 grain) 
appreciably Demerol hydrochloride ... 30 mg. (4 grain) 


° Adult Dose: 
more effective 1 or 2 tablets, repeated in three or 
A P C . h four hours if necessary. 

than ok wit Supplied: 

° Bottles of 100 and : 
codeine 1000 tablets, scored. 
Narcotic Blank Required. nage 
New York 18, N. Y. 


Demerol (brand of meperidine), trademark reg. U. S. Pat.Off. 


OR CODEINE SUBSTITUTES 
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it’s as easy as 1, 2,3 to use 


\ 


(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


Add or adjust other agents as required: HyoroDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HyDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 


HYDRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


Oo) MERCK SHARP & DOHME, Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting edema (4+) 
| cleared in 4 days 
| with Esidrix 


Highest fluid yields, lowest blood-pressure levels yet 
achieved with oral diuretic-antihypertensive therapy. 


Indicated in: DOSAGE: is 
‘ P an average dose o' to mg. daily, 
congestive heart failure edema of pregnancy with a range of 25 to 200 mg. A single 
hypertension steroid-induced edema Gore may be given in Che morning or 
YP ¥ 2 z tablets may be administered 2 or 3 times 
hypertensive vascular disease nephrosis a day. 
premenstrual edema nephritis suppLiep: Tablets, 25 mg. (pink, scored); 
: bottles of 100 and 1000. Tablets, 50 mg. 
toxemia of pregnancy C 1B A summit. (yellow, scored); bottles of 100 and 1000. 
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Qnr =»¢ for the anxious hypertensive 


with or without tachycardia 


(reserpine CIBA) 
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New! — Murphy's 
Radiation Therapy 


\ definitive work on the radiation therapy of cancer—de- 
‘ailing indications, techniques and results. It is based on 
experience at Roswell Park Memorial Institute in Buffalo 
where, under the supervision of Dr. Murphy, more cases 
have been treated by radiology than at any other institu- 
tion in the world. 


For each body organ you'll find: pertinent anatomical con- 
siderations with emphasis on lymphatic drainage; types of 
malignancy affecting that organ; classification of the dis- 
ease; principles of cancer treatment (with surgery alone, 
with radiation alone, with surgery combined with pre-and 
postoperative radiation). 


The plan of management used at Roswell Park for each 
condition is described with painstaking definition of tech- 
nique, dosage and results. 


Radiologists, surgeons and all who treat cancer will find 
this new work invaluable. 


By Wacter Mureny, M. D., Director of Therapeutic Radiology at 
Roswell Park Memorial Institute, Buffalo, N.Y. Abt. 1050 pages, 
6%" x 10”, with 442 illustrations. About $25.00. New—Just Ready! 


Nen!-Hilleboe & Larimore’'s 
Preventive Medicine 


A practical working guide to help the physician in private 
practice prevent disease and disability in his patients. 
First the book discusses how to prevent the occurrence of 
disease. It covers control of environmental factors, elimina- 
tion of pre-disease conditions, nutrition, and prophylactic 
measures against disease. Six chapters discuss various bac- 
terial, virus, rickettsial, fungus, parasitic and venereal dis- 
eases. Definition, etiology, diagnosis, epidemiology, mode of 
transmission, susceptibility, treatment, prevention and con- 
trol of each disease are discussed where appropriate. 


The remainder of the book stresses prevention of the 
progression of disease. Included are discussions of health 
inventories, early detection of diseases, follow-up of screen- 
ing and diagnostic examinations, rehabilitation, etc. 


Edited by Herman E. Hitiesoe, M.D., Commissioner of Health, 
State of New York Department of Health, Albany; and Granvitie 
W. Larimore, M.D., Deputy Commissioner of Health State of 
New York Department of Health, Albany. Abt. 750 pages, 6” x 
9%”, illustrated. About $12.50. New—Just Ready! 


From Saunders 


THE HANDBOOK 
OF TOXICOLOGY 


Just Completed! 


THE MOST COMPREHENSIVE WORK 
EVER COMPILED ON TOXIC SUBSTANCES 


Five Volumes prepared under direction of 
Committee on the Handbook of Biological 
Data, Division of Biology and Agriculture, 
The National Academy of Sciences, The 
National Research Council. 


Vol. | — TOXICITIES OF 
SOLIDS, LIQUIDS & GASES 


Lists 2363 chemical compounds and indicates 
lethal dosages of each in various laboratory 
animals. Conversion table given for man. 


Principal Contributor—W. F. von Orttincen, M.D. 
408 pages, 8%” x 11”. $7.00. 
Published January, 1956. 


Vol. Il — ANTIBIOTICS 


Data on physical, chemical, biological and 
toxicological properties of 340 antibiotics. 
Principal Contributors—Joun N. Porter and 


Bert C. vE MELLO. 264 pages, 8%” x 11”. $6.00. 
Published August, 1957 


Vol. lll — INSECTICIDES 


Complete data on 164 insecticides—their toxi- 
cities for plants, animals, insects and man. 


by O. NeGcHerson. 830 pages, 
8y , $14.00. New!—Published April, 


Vol. IV — TRANQUILIZERS 


An exhaustive investigation of properties and 
use of 26 of today’s tranquilizing drugs. 

Analyzed and compiled by Maxwett Gorpon and 
R. F. J. McCanpiess with assistance of S. W. 


Lipsman. Edited by M. Grese. 120 pages, 
8%” x 11”. $4.00. New!—Published April, 1959 


Vol. V — FUNGICIDES 


Detailed analysis of 196 fungicidals—proper- 
ties, toxicities, uses, and cautions in use. 

Analyzed and compiled, by Everretr F. Davis, 
Barsara L. Tuma and Lucy C. Lee. Edited by 


Dorotuy S. Ditrmar. 242 pages, 8%” x 11”. $5.50. 
New!— Published April, 1959 


ORDER TODAY! 
W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 | 
Please send me the following and charge my account: | 
(i (J Hilleboe and Larimore’s Preventive Medicine .................... About $12.50 
Shook’ HANDBOOK OF TOXICOLOGY:(] Vol. |, $7.00; Vol. Il, $6.00; 
Vol. il, $14.00; Vol. IV, $4.00; Vol. V, $5.50 | 
| Address 
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after 30 min. 


Progressive increases in vital 
capacity following a single 
oral dose of five tablespoonfuls 
of Elixophyllin. 
(Average increase in after 5 min. 
30 minutes — 807 cc.)* i 


Average vital 
capacity of 

20 patients in 

acute asthmatic 


attack was 
2088 cc. before 
treatment.* 


*Spielman, D.: 
Ann. Allergy 
15:270, 1957. 


RELIEVED IN MINUTES 
BY ORAL DOSAGE... 


74% of severe attacks 
terminated by oral medication 


Fifty unselected patients admitted for emergency room 
treatment of severe acute asthmatic attacks were given 75 cc. 


Elixophyllin orally instead of intravenous aminophylline. 
Of these, 37 (74%) were completely relieved and discharged 


without further treatment—9 responded to additional A 
therapy —4 were hospitalized as status asthmaticus cases. 

— Schluger, J., et al.: Am. J. M. Sci. 234:28, 1957. The « 
Each tbsp. (15 cc.) contains: THEOPHYLLINE 80 mg., ALCOHOL 3 cc. _ t 
Bottles of 16 fi. oz. available at prescription pharmacies — Rx only. ' 


Gastric intolerance Usu: 
rarely encountered. herman Leboralories 


Literature upon request Detroit 11, Michigan 
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QUALITY / RESEARCH / INTEGRITY 


DARVON® COMPOUND potent - safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone and in combination, 
has been substantiated by more than 100 investigators in the treatment of over 6,300 patients in pain. 
A consolidation of these reports shows that 5,663 (89.8 percent) experienced “effective analgesia.” 
Darvon Compound combines in a single Pulvule® the analgesic action of Darvon with the antipyretic 
and anti-inflammatory benefits of A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, 
Lilly). When inflammation is present, Darvon Compound reduces discomfort to a greater extent than 
does either analgesic given alone. 


Usual dosage: 1 or 2 Pulvules three or four times daily. 
Also available: Darvon, in 32 and 65-mg. Pulvules. 
Usual dosage: 32 mg. (approximately 1/2 grain) every four hours or 65 mg. (1 grain) every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


EL!i LILLY ANDB COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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what about 
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patient “‘blue” and listless 
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stops itching 


brightens the outlook 


for 10-12 hours with a single 
oral dose - -- with a remarkable 


lack of side effects 


dries secretions 
eliminates congestion 


in pollen allergies, contact dermatoses, 
food sensitivities, and a wide 
variety of allergic associated disorders 


NALERTAN provides 


two new antihistamines. . . acting syner- 
gistically for broad, prolonged blockage of 
histamine response. 

a long-acting sympathomimetic . . . to lift 
the misery, combat lassitude and brighten 
the outlook . . . hasten recovery. 

Employs the Durabond Principle. ..to act 
within minutes ... relieve for hours... just 
one dose inthe morning controls lacrimation, 
makes breathing easier, relieves itching—all 
day. And, one dose upon retiring keeps the 
patient symptom-free .. . allows uninter- 
rupted rest all night. 


1 or 2 tablets twice a day. For economy, pre- 
scribe in original packages of 100. 


Each Durabond tabule contains: Chlorphenira- 
mine tannate, 8 mg.; Pyrilamine tannate, 25 mg.; 
Tanphetamin (d-amphetamine tannate), 10 mg. 


IRWIN, NEISLER & CO. 
DECATUR, ILLINOIS 
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g the gap between adequate ingestion and proper de 

] n. Among: patients of all ages, it has proved help- sar 
onic cholecystitis, post syn- 


—- .. tablet contains: 
gastric-soluble outer coating 
—released in the small intestine full i 
— -intolera lence nausea and chronic 
hensive digestive enzyme replace 


balling for one tablet a ca day will 
carry her through term to the 
six-week postpartum checkup. 
This means you are assured of a 
nutritionally perfect pregnancy, 


and she realizes major savings. 


* And when baby comes, specify Engran baby drops —full vitamin 
support in half the volume of most similar preparations — lasts twice as long. Supplied 
in 15 ce. and 50 ce. bottles. Convenient ‘Flexidose’ Dropper assures accurate dosage. 


Just one prescription for 
TERM-PAK 

i, 
SQUIBB iB? Squibb Quality — the Priceless Ingredient 

‘encran'® *TERM-PAK’ AND “FLEXIDOSE’ ARE SQUIBB TRADEMARKS 
June 1959 A-37 


DIUPRES -- 
lus other 
antihypertensive 


clinically established as a 
soothing, protective therapy 
which accelerates healing in 


numerous skin conditions 


addition 


DESITIN 


OINTMENT 


has been shown to substantially 
inhibit growth* of the ammonia 
producing Bacterium ammoniagenes 


one of the many causes of 


diaper rash 


*agar plate zone of inhibition 8 mm. 


SAMPLES of Desitin Ointment ...pioneer external cod liver oil therapy...on request. 


DESITIN cHemIcaAL COMPANY 


812 Branch Avenue « Providence 4, R. I. 
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antiasthmatic | antihistaminic 


TE DRAL a nti = - For maximum seasonal pro- 


tection against “hay-fever” symptoms in pollen-sensitive asthma patients, augment 
your basic Tedral program with new Tedral anti-H ... dependable Tedral antiasth- 
matic plus antihistaminic chlorpheniramine. Tedral anti-H assures simultaneous 
prevention of itching, sneezing and lacrimation of pollinosis and the bronchospasm 
and mucous congestion of asthma. Adult dosage: | or 2 tablets q.4.h. 


MORRIS PLAIN Wy 


Formula: the: phyl- 
line, 130 mg., gr,): 
ephedrine, 2° mg., 
(3/8 gr.); phe: obar- 
bital, 8 mg., (1, 8 gr.): 
chlorphenira nine, 
2 mg.., (1/32 gr ). 


new protection for polien-sensitive asthmatics 


WARNER 


FOOLPR OOF 
REMEDIES. 
(SUGHTLY USED) 


‘ Bity. So many nice’starts on dandruff. Somany 

Bxpensive disappointments. Still, this man was 
fucly. He happened to mention it to his doctor, 
Who happened to write a prescription for Selsun, 
Which happened to be one of the few things in 
"Wie world that can do him some good. So few 
‘think to mention it. (Dandruff a disease?) That's 
, just when a word from you — and a prescription 
for Selsun—will be most appreciated. (lhbott 


(Selenium Sulfide, Abbott) 
answer to a medical problem 


1959, ABGOTT LABORATORIES 
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2 IBEROL FILMTABS A DAY SUPPLY: 
The Right Amount of fron 
Perrous Sulfate, U.S.P..... 1,05 | 
(Elemental 

Plus the Complete B Complex 
Vitamin Bie with 

intrinsic Factor Concentrate...1 U.S.P. Unit (0 


Thiamine 6) 
Pyridoxine Hydrochloride... ................ 3 
Calcium 6) 
Pius Vitamin C 


ANEMIA IN THE MENOPAUSE, another indication 


LD iy O ... potent antianemia therapy 


plus the complete B-complex. 


ANNOUNCING 


TRANQUILIZER FOR 
EXTENDED OFFICE 


PRACTICE USE 


a 
ah 
E 
® 4 
LEOERLE 
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ATARAGTICS 


USEFULNESS 


POSITIVE CALMING The development of TEN TONE® Methoxypromazine Maleate 

ACTION ADAPTED Lederle does not duplicate primary function of existing tranquilizers. 

FOR LOWER RANGE TENTONE fills the need for a practical, potent agent for extended 

OF EMOTIONAL use in everyday practice (as illustrated above). 

DISORDERS 
Action of TENTONE Methoxypromazine Maleate approaches that 
of the strong phenothiazines without their drawbacks. Calming re- 
sponse is positive and rapidly apparent to both patient and physi- 
cian. However, as a basic phenothiazine modification, TENTONE 
allows full therapeutic application in the mild and moderate range 
of anxiety-tension and somapsychic disorders most usually seen in 
general practice. 


EXCELLENT Incidence of tintoward reactions is exceptionally low and approxi- 
TOLERATION — mates the mild atagactic drugs. Reduction in sensitivity reaction, 
MARKED intestinal distress, blood, brain or liver toxicity is striking, particu- 
REDUCTION IN larly in the low dosage range. TENTONE exhibits greater freedom 


COMPLICATIONS from depression and drug habituation. Physical and psychic orienta- 
tion is usually preserved. Occasional drowsiness may be encountered, 
particularly in higher dosages. In moderate to more severe cases, this 
sedative effect may be desired. 


TENTONE has thus been described as one of the easiest tranquilizers 
to handle in office practice. In indicated cases, the physician may be 
relieved of the patient’s unnecessary concern over his own illness. 
In contrast to the previous types of drugs, complaints over induced 
distress or inadequate benefit are rare. 
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WHEN MORE THAN 
MILD SEDATIVE 
EFFECT IS DESIRED 


POSSIBLE 
POTENTIATION OF 
ANALGESICS 

AND NARCOTICS 


ADAPTABLE 
LOWER DOSAGE 
RANGES 


Consequently, TENTONE is more useful than other ataractic drugs 
in two areas: (1) mild to moderate conditions—when more than 
mild sedative effect is sought, (2) middle range of moderate to severe 
cases—when less than psychopathology is involved. 


Indications include ® common anxiety-tension states ® obsessive- 


compulsive behavior ® neurosis ® depression ® situational anxiety 
and hysteria 


And the emotional components of: @ agitation ® restlessness 0 
tremors ® insomnia ® alcohol- and drug-withdrawal syndrome ® 
hyperkinesis ® prenatal anxiety ® rheumatic disorders ® dermatoses 
® menopausal syndrome ® premenstrual tension ®& peptic ulcer, 
other g.i. disorders @ asthma, other allergy @ multiple sclerosis, arter- 
iosclerosis @ malignancy, other progressive diseases 


Since tranquilizing drugs may potentiate the action of pain-relievers, 
sedatives, and barbiturates, they should be used with caution in 
conjunction with them, or to achieve a greater response to these drugs 
in various conditions when desired. They may also be useful in 
reduction of effective dosage to better tolerated, or non-habituating 
levels. 


Dosage must be individualized to severity of condition and response 
desired. 
In mild to moderate cases: varies from 30 to 100 mg. daily. 


In moderate to severe cases: from 75 to 500 mg. daily. 


In psychotic or institutionalized patients, TENTONE may be useful 
as a substitute when toxicity precludes effective dosage of other 
phenothiazines, or as maintenance after hospitalization. Dosage may 
range from 100 to 1500 mg. daily in divided doses. 


Supplied: 10 mg., 25 mg. and 50 mg. tablets 


LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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while she is planning 
her family, 


she needs your help 
more than ever 


the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 


« bal 
| { Ortho-Gynol. ) . 


one AMVICEL-X tablet taken after arising re- 
leases, over a 10-12 hour period at a controlled 
uniform rate, the key weight control factors: 


“~~ ONE TABLET CONTAINS IN EXTENDED RELEASE FORM: 
to inhibit appetite — d-Amphetamine Sulfate 15 mg. 


fo offset Amobarbital 
nervous stimulation 


plus vitamins and minerals to provide important nutrients 


VITAMINS: A, 5,000 USP units; D, 500 USP MINERALS: Caicium, 225 mg., Cop- SUGGESTED DOSAGE: ! tablet taken 
units; C, 75 mg.; B,, 3 mg.; By, 3 mg.; By 0.5 per, 0.75 mg.,; Iron, 10 mg.; lodine, after rising supplies uniform control 
mg. ; By, as |ONEX-12*, 3 meg.; Niacinamide, 0.15 mg.; Manganese, 1 mg.; Phos- throughout the day. 


30 mg.; d-Calcium Pantothenate, 5 mg. phorus, 90 mg.; Zinc. 0.3 mg. SUPPLIED: Bottles of 100 orange capsule- 
*Stuart’s absorption-enhancing resin complex of Vitamin B;, (Bi: from Cobalamin) shaped tablets at all pharmacies. 


THE STUART COMPANY * PASADENA, CALIFORNIA 
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The more potent 


the greater the need for 
Physiologic Balance 


start...alternate...terminate 


with potent, long-acting, intramuscular 


Cortrophin 


the specific, physiologic adrenocortical stimulant 


Balance corticosteroid therapy with Cortrophin-Zinc 


After every 6 days’ sySTEMIC THERAPY WITH: 


DEXAMETHASONE 4.50-9.0 mg. 


METHYLPREDNISOLONE OR TRIAMCINOLONE 24.0-48.0 mg. 


PREDNISONE OR PREDNISOLONE 60.00-120.0 mg. 


HYDROCORTISONE 150.0-240.0 mg. 


CORTISONE 200.0-300.0 mg. 


On the 7th day omit THE CORTICOSTEROID AND 
INJECT CORTROPHIN-ZINC, 40 U.S.P. UNITS, ILM. 
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the systemic corticosteroid... 


(even in short-term therapy) 


corticotropin-alpha zinc hydroxide (ORGANON) 


June 1959 


To minimize adrenal suppression and 
atrophy from corticosteroid 

therapy, repository corticotropin 
“may be given periodically, 

and particularly when corticoid 
withdrawal is started."’ 


(Report to A.M.A. Council on Drugs: 
J.A.M.A. 169:1063, 1959) 


e Stimulate the adrenal cortex 
e Maintain resistance to stress 


e Avoid post-therapy adrenal 
insufficiency 


CORTROPHIN-ZINC: 40 or 20 U.S.P. units/cc., 5-ec. vials, 
1-cc. sterile, disposable syringes. “Produces a more pro- 
longed hormone effect .. . more potent and longer acting 
than gel ACTH ... a free flowing substance that can 
be injected in a very small gauge needle.” 


1. Krusius, F. E., and Oka, M.: Ann. Rheumat. Dis. 17:184, 1958, 
2. Siegel, S. C.: Lederle Symposium Report, 1:43, 1958. 


Organon Inc., Orange, New Jersey 
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In depression 


without excitation 


PAR 


AMINE- 
CONTROL OF | STIMULANT | SEDATIVE a a 
SYMPTOMS DRUGS prucs. | | “Deprol 
EFFECTIVE | NO EFFECT | EFFECTIVE | EFFECTIVE 

ne ADVERSE NO DIRECT 
insomnia | | EFFECTIVE 
ADVERSE | NO DIRECT NO DIRECT 
anorexia EFFECT EFFECT | EFFECTIVE EFFECT 
psychomotor ADVERSE 
sychomotor | EFFECTIVE | ADVERSE | EFFECTIVE | EFFECTIVE 
anxiety, ADVERSE ADVERSE 
irritability | EFFECT | EFFECTIVE | 
SIDE EFFECTS: 
toxicity low yes low 
agitation yes no yes no 
=” yes no no no 
drowsiness no yes no yes 


Qi WALLACE LABORATORIES - New Brunswick, N. J. 


Trrave-manx 


PROMPTLY IMPROVES MOOD 


“Deprol* 
DOSAGE: 


Usual starting 
dose is 1 tablet 
q.i.d. When 
necessary, this 
may be gradually 
increased up to 
3 tablets q.i.d. 


“Deprol* 
COMPOSITION: 


Each light-pink, 
scored tablet 
contains 1 mg. 
2-diethylamino- 
ethyl benzilate 
hydrochloride 
(benactyzine HC!) 
and 400 mg. 
meprobamate. 


C0-8770 
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When the optimum weight is reached— 

the maintenance of desired eating patterns is 
most important. Continuing support by the 
physician is necessary. Here, Obedrin and 
the 60-10-70 Plan can be valuable aids to 


both the physician and patient. 


FORMULA: tablets and capsules 


Semoxydrine® HCI! ...... 
(Methamphetamine HCl) 
Pentobarbital. ........ 
Thiamine Mononitrate .... 


provide a rational 


weight control regimen 


OBEDRIN PROVIDES: 
Methamphetamine for its proven 
anorexigenic and mood-lifting effects. 


Pentobarbital as a balancing agent, 
to guard against excitation. 


Vitamins B, and B, plus niacin to 
supplement the diet. 


Ascorbic acid to aid in the mobilization 
of tissue fluids. 


Bristol, Tennessee - New York - Kansas City - San Francisco THE SE. [AJAJASSENGILL COMPANY 


Obedrin 
om 
20 mg. 
100 me | 
0.5 mg. 
Nicotinic Acid. ........ 5 mg. 


for effective timing...a flexible dosage form 


tablets 
or capsules 


LUNCH 


Currently, mailings 
will be forwarded only 
at your request. Write 
for 60-10-70 menus, 
weight charts, and 
samples of Obedrin 


CoObedrim 


DINNER EVENING SNACK 


Obedrin tablets or capsules provide a flexible dosage form 
which may be prescribed to depress the appetite at 


peak hunger periods. 


The pentobarbital content assures control of excess 
central nervous stimulation, and the 60-10-70 Basic Plan 
provides for a balanced food intake with sufficient protein 
and roughage. 


Obedrin is available in tablet and capsule form. 


ADVANTAGES OF OBEDRIN 


@ An effective anorexigenic agent 

e A flexible dosage form 

@ Minimal central nervous stimulation 
@ Vitamins to supplement the diet 

@ No hazards of impaction 


and the 60-10-70 Basic Plan 


Bristol, Tennessee - New York - Kansas City - San Francisco THE S. E. ASSENGILL COMPANY 
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NEW! 
for maximum 
convenience 


CARNALAC is a standard Carna- 
tion Evaporated Milk formula, as 
usually specified — in convenient, 
ready-prepared form. The mother 
just adds water. Diluted 1:1, new 
Carnalac provides protein 2.8%; 
carbohydrate 7.1%* 3.2% fat; 
400 1.U. Vitamin D per reconsti- 
tuted quart; 20 calories per oz. 


ys to specify 


for maximum 
flexibility and 
economy 


Carnation Evaporated Milk formu- 
la is readily adjustable when 
baby requires individualized feed- 
ing. The great economy makes 
the slight extra trouble of adding 
the carbohydrate very acceptable 
to many young parents. 


EVAPORATED 


MILK 


9 INCREASED 
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Deaneris a gentle, slow-acting antidepressant—a 
totally new molecule. It counteracts mild depres- 
sion, thereby differing from tranquilizers or seda- 
tives which may aggravate depression. 


Deaner is unlike ordinary stimulant drugs in that 
it gradually leads to increased useful energy and 


alertness, clearer mentation and emotional nor- 
malization. 


Deaner does not produce the undesirable side effects 
of amphetamine-like drugs...no hyperirritability 
or jitteriness, no excessive motor activity, no loss 


of appetite, no elevation of blood pressure or heart 
rate, no letdown on discontinuance. 


Deaner is indicated in a wide variety of disturbances 
associated with or caused by mild depression. It 
Dosace: Initially, 1 tablet (25 is compatible with virtually all other medications. 
mg.) daily in the morning. Main- 
tenance dose, 1 to 3 tablets; for 
children, \% to 3 tablets. Full 


Deaner also finds a broad area of usefulness in chil- 
benefits may require two weeks or 
more of therapy. 


dren with short attention span, behavior problems, 
and learning defects. 

‘Deaner’ is supplied in scored tablets 

containing 25 mg. of 2-dimethylamino- 


ethanol as the p-acetamidobenzoic acid 
salt. In bottles of 100. 


Contraindications: Grand mal epilepsy or mixed types 
of epilepsy with a grand mal component. 


Mild Depression 


and many other emotional and behavioral problems 
\Rikes NORTHRIDGE, 


CALIFORNIA 
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INDISPENSABLE 
FOR 
THE TREATMENT 
OF CHRONIC 
GOUT 


PROBENECID 


a specific for go 


“As to the use of uricosuric agents in interval treatment 
symptomless gout, probenccid [‘Benemid’], a benzoic a 
derivative, is probably the best agent for prolonged usd 


Age 50, male, severe attacks twice a year for 14 years 
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Control of gout in therapy with ‘Benemid’, plus adherence to low purine 
low fat diet. Two minor attacks occurred during the first year of treatm 


e has a most pronounced uricosuric effect 

@ causes marked decrease in serum uric acid 

@ acute attacks usually become less frequent and less severe 

@ may cause regression in subcutaneous tophi, resorption of osseous to 
and recalcification of decalcified bony structure 


@ arrests or prevents bone damage, so that need for surgery may be obvia 


e helps return patients to work 


e negligible toxicity 


3 Dosage between acute episodes: 0.25 Gm. twice daily for one week, followed by 1 Gm. daily 
a divided doses. (Many clinicians prefer to give ‘Benemid’ and colchicine concurrently.) 
¥ 2 Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 
Y oa 1. Talbott, J. H.: Gout, New York, Grune & Stratton, 1957, p. 123. 2. Lockie, L. M.: Symposium on 94 
t Diagnosis, Metabolism 6:269, May 1957. 3. Kuzell, W. C.; Schaffarzick, R. W.; Naugler, W. E.; Koets 


Mankle, E. A.; Brown, B., and Champlin, B.: Some observations on 520 gouty patients, J. Chron. 
2:645, 1955. 4. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of medicine, ¢ 
Phila., W. B. Saunders Co., 1955, p. 651, 656. 5. Bartels, E. C.: Symposium on gout: Treatment of 
Metabolism 6:297, May 1957. 


“@ENEMIO’ 1S A TRADEMARK OF MERCK 


0) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, 
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Restore summer warmth 
to cold, aching extremities 


Increases 
peripheral 
circulation 


Relieves 
vasospasm 


“Highly effective’’* in vasospastic 
disorders, llidar promptly alleviates 
symptoms of cold, numb, aching ex- 
tremities, with virtual freedom from 
unwanted side reactions. Ilidar, un- 
like most vasodilators, is exception- 
ally well tolerated: ‘‘one of the most 
pleasant drugs in its class to use.’’* 


Prescribe llidar in peripheral vaso- 
spastic disorders to relieve aching, 
burning, coldness, night cramps and 
numbness of the extremities. 


*H. D. Green and H. H. DuBose, Circula- 
tion, 10:374, 1954. 


SUPPLIED: 25-mg tablets, in bottles of 
100 and 500 tablets. 


ROCHE  assoratories 


Division of Hoffmann-La Roche Inc. 


Nutley 10, New Jersey 
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INTRODUCING 


RUBRAMIN 


SQUIBB VITAMIN P INJECTION 


PURE CYANOCOBALAMIN INJECTION-GREATED AND PRODUCED 
BY SQUIBB — FOR THE MOST EXACTING STANDARDS OF INTRAVENOUS, 
INTRAMUSCULAR AND SUBCUTANEOUS ADMINISTRATION IN: 


pernicious anemia 

- severe nutritional macrocytic anemias 

- severe nutritional neuropathies 

- prevention of macrocytic anemia following 
partial or total gastrectomy 


and for the relief of pain in such conditions as: 
trigeminal neuralgia; osteoarthritis; secondary burning paresthesias; herpes zoster; and 
neuroblastoma in children. 


RUBRAMIN PC is highly effective whenever high doses of vitamin B,. are required. 


POSTGRADLATE MEDICINE 


Reticulocytes RBC HEMOGLOBIN 
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DAYS 


TYPICAL HEMATOPOIETIC RESPONSE WHEN RUBRAMIN P C IS GIVEN INTRAMUSCULARLY TO A PATIENT WITH MEGALOBLASTIC ANEMIA (schematic) 


highly potent and vital t: metabolism 


Vitamin B,.— one of the most potent biological factors known — is vital to basic 
metabolic functions, to normal formation of red blood cells and other formed ele- 
ments of the blood, and to the functional integrity of myelinated fibers in the spinal 
cord and brain, as well as to the healthy condition of gastric and oral mucosa. 


therapeutic agent of choice in pernicious anemia 


Vitamin B,. is the therapeutic agent of choice in pernicious anemia, is effective 
in certain megaloblastic macrocytic anemias, and contributes to recovery or clinical 
improvement in a variety of neurological, liver and skin disorders. 


non-toxic, remarkably free from side reactions 


Despite its high level of activity, vitamin B,. is non-toxic and remarkably free from 
side reactions. It has been well-tolerated even when administered in massive doses. 


potency confirmed by precise radioisotope measurement 


The Radioisotope Tracer Method is now used routinely as an assay procedure in the 
production of RUBRAMIN, guaranteeing accurate label potency. 


RUBRAMIN PC is now available in potencies for all your parenteral requirements: 30, 
50 and 100 mcg. per cc., 10 ce. vials; 1000 meg. per cc., 1 cc. and 10 ce. vials. 


Squibb Quality —the Priceless Ingredient 
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DIABINESE 


brand of chlorpropamide 
tablets /once-a-day dosage 


The specific pharmacologic properties of DIABINESE — high activity. .. 
freedom from metabolic degradation ... gradual excretion — permit (1) 
prompt lowering of elevated blood sugar levels without a “loading” dose, 
and (2) smooth, sustained maintenance devoid of marked blood sugar 
Bfluctuations — on convenient, lower-cost, once-a-day dosage. This is the 
onsensus of extensive clinical literature.’ 


More than two years of clinical experience with DIABINESE have 
demonstrated effective control of a larger percentage of “maturity-onset” 
diabetics —smoother control of patients on previous oral therapy —use- 
fulness as “a valuable adjunct to the therapy of brittle and poorly con- 
trolled diabetics,”' generally with decreased insulin requirements — and 
control in over 85 per cent of patients who have become refractory to other 
pral agents. Widespread use of DIABINESE since its introduction has 
meconfirmed the low incidence of side effects reported by the original 
minvestigators. 


fm Thus, DIABINESE merits first consideration for any diabetic presently 
mareceiving or potentially better managed with oral therapy — including 
many diabetics for whom previous oral agents have proved ineffective. 


Supplied: Tablets, white, scored, 250 mg., bottles of 
60 and 250; 100 mg., bottles of 100. 


PROFESSIONAL LITERATURE AVAILABLE ON REQUEST 


PFIZER LABORATORIES, Brooklyn 6, tT. * Dobson, H., et al.: Ann. New York Acad. Sc. 74:940, 1959. 2. Greenhouse, B.: 


so Paper presented at Conference on Diabinese and Diabetes Mellitus, New York 
Division, Chas. Pfizer & Co., Inc. 4.34 5. sept. 25-27, 1958, New York, N.Y. 3. Forsham, P. H.; Magid, G. J., 


and Dorosin, D. E.: Ibid., p. 672. 4. Beaser, S. B.: Ibid., p. 701; New Engiand J. 
Med. 259:573, 1958. 5. Bloch, J., and Lenhardt, A.: Ann. New York Acad. Sc. 
74.954, 1958. 6. O'Driscoll, B. J.. Lancet 2:749, 1958. 7. Hadley, W. B.; 
Khachadurian, A., and Marble, A.. Ann. New York Acad. Sc. 74:621, 1959. 

8. Duncan, G. G.; Schless, G. L., and Demeshkieh, M. M. A.: Ibid., p. 717. 9. 
Handelsman, M. B.; Levitt, L., and Calabretta, M. F.; Ibid., p. 632. 10. Hills, A. 
G., and Abelove, W. A.: Ibid., p. 845. 11. Drey, N. W., et al.. Ibid., p. 962. 
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1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 


constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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4 The response to an antidiarrheal preparation is di- 
% rectly linked to the effectiveness of its adsorbent. In 
G, both POLYMAGMA and POLYMAGMA Plain, the 
y% new agent Claysorb* gives you a previously 
~* unattainable adsorptive power . . . proved 
to be five times beyond that of kaolin 
% in removing diarrhea-causing tox- 
) ins. In addition, POLYMAGMA and 
2 POLYMAGMA Plain protect the 
oe. irritated intestinal walls, 

promote well-formed 


POLYMAGMA %, stools, help restore 


For bacterial diarrhea— “% healthy intestinal 
bactericidal against many pathogens ° ° function. 


POLYMAGMA Plain 
For nonbacterial diarrhea— 
same formula but without antibiotics Y 


Polymagma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, 
and Pectin with Claysorb* (Activated Attapuigite, 


Wyeth) in Alumina Gel 


*Trademark Philadelphia 1, Pa. 
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NEW 

A SENTRY 
FOR THE 
G.I. "TRACT 


protects against 
hypersecretion hypermotility 
hyperirritability hyperemotivity 


anticholinergic / antispasmodic / tranquilizer 


A remarkably long-acting anticholinergic. Only one 10 mg. dose of 
new long-acting oxyphencyclimine controls hypersecretion and 
spasm’ for 12 hours or more. In the most recent study at Cook 
County Hospital, investigators were impressed with its antisecte- 
tory effect, leading to prolonged periods of achlorhydria.* 51 out 
of 57 patients with various G.I. disorders were relieved of symp- 
toms on only 2 daily doses. 

Plus ATARAX — the antisecretory tranquilizer. Not only does ATARAX 
modify tension—its added antisecretory action**~* augments the 
efficacy of oxyphencycl:mine. The combination, ENARAX, freed 100 
out of 103 patients of G.I. symptoms.? Improvement was especially 
notable in cases of peptic ulcer, where the emotional factor figures 
so prominently. 

“Side reactions were uncommon....”’ Selective postganglionic ac- 
tion on the G.I, tract minimizes side effects. Mouth dryness—the 
most common reaction—seldom reaches troublesome proportions. 
Each ‘ENARAX tablet contains: Oxyphencyclimine HCl, 10 mg, 
Hydroxyzine HCl (ATARAXx®), 25 mg. 

Dosage: One-half to one tablet twice daily—preferably in the morn- 
ing and before retiring. The maintenance dose should be adjusted 
according to therapeutic response. Use with caution in patients 
with prostatic hypertrophy or glaucoma. 

Supplied: In bottles of 60 black-and-white scored tablets. 


POSTGRADUATE MEDICINE 


| 
| 
| 
| 
| \ 
| a 
; 
| 
j 
| 
| 
| | 
; 
| 
} 
| 
| 
| A-8 
-80 


June 1959 


Antihistamine action would have helped... 


When Pandora’s box was opened, allergens must certainly 
have been among the evils she released. ‘PERAZIL’, 
the effective, long-acting antihistamine would have helped then 
as it does now. A single dose usually gives dramatic 
relief to allergic patients for a 12- to 24-hour period, 
and side effects are generally mild and infrequent. 


brand Chlorcyclizine Hydrochloride 


prolonged relief ° few side effects 


For children and adults: Sugar-coated Tablets of 25 mg. 
Scored (uncoated) Tablets of 50 mg. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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rip-Back Blades 
are now available... 


in the Puncture Proof 
Sterile Blade package that 
can be autoclaved. 


in the RACK-PACK package— 
blades pre-racked ready for 
sterilization. 


age—six of one size in a rust- 
proof wrapper. 


> > in the CONVENTIONAL pack- “sharp 


Ask your dealer 


(BP). BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 


A DIVISION OF BECTON. DICKINSON AND COMPANY 


B-P + RIB-BACK + IT’S SHARP - RACK-PACK are trademarks of BARD-PARKER 


POSTGRADUATE MEDICINE 
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or YVONNagel win NEeOmycin 


Prompt and more dependable control of DONNAGEL: In each 30 ce. (1 fi. o.): 


virtually all diarrheas can be achieved with the Pectin (2 €F,) .esesssesssncsnnsoane 142.8 mg. 
H i Ifate ........ 0.1037 mg. 
comprehensive DonNaceL formula, which pro- sulfate ....... 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
vides adsorbent, demulcent, antispasmodic and 


sedative effects— with or without an antibiotic. we 


Early re-establishment of normal bowel Same formula, plus 
Neomycin sulfate .............. 300 mg. 
function is assured —for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia~ Ethical Pharmaceuticals of Merit since 1878 


METDRAZOL 


reactivates the geriatric patient 


METDRAZOL 


reactivates the convalescent 


MEITRAZOL 


reactivates the fatigued 


for the geriatric patient 

— 2 tablets or teaspoonfuls, three times daily. 
dosage 
for the convalescent and the fatigued 

— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Elixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg. vitamin C. 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


packaging KNOLL PHARMACEUTICAL COMPANY 


Tablets in 100’s and 500’s. Liquid i ‘i 
(wine-tthe 33 per cont (formerly Bilhuber-Knoll Corp.) 


alcoholic solution) in pints. Orange, New Jersey 
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oral 


the unique 
anorexic agent 
free of 
CNS stimulation 
for the patient 
whose weight 
must 
come down 


PROOF —SAFETY—EKG EVIDENCE® 


for the... 
cardiac / hypertensive obese 


New Tenuate provides a pure anorexic 
effect which assures appetite inhibition, 
free of CNs stimulation.’* EKG studies” 
following intravenous administration of 10 
mg. Tenuate (4 times normal daily oral 
dose) prove that it does not affect heart, 
blood pressure, pulse or respiration. 


Weight loss with Tenuate has averaged as 
much as 3 to 5 lbs. the first week, 1 to 2 lbs. 
in succeeding weeks.” Resultant weight 
loss, by reducing the cardiac-load, improves 
prognosis...and, frequently when hyper- 
tensives lose weight, blood pressure drop 
is noted. Thus Tenuate will fulfill an im- 


Human I.V. Studies with Tenuate 10 mg., lV equiv. of 100 mg. oral dose (4 times recommended dose) 


(diethylpropion) 


portant need: weight loss in the cardiac 
and the hypertensive patient. 


for the... 

diabetic obese 

Tenuate, with its pure anorexic action, can 
be used safely in the diabetic...no effect 
on blood sugar, urine glucose, or pulse” 
... Tenuate produces no metabolic effect 
... unlike the amphetamine compounds. 


for control of ... 

nighttime hunger 

With Tenuate free of CNs stimulation, 
nighttime hunger can now be controlled 
without insomnia.’ Tenuate may be given 
at any time of the day or night for 24-hour 
control of caloric intake. 


PROOF — WEIGHT LOSS”** 


In a series of 102 patients, the following weight losses were obtained: 
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Blood Pressure EKG 
Patients Sex Age Diagnosis Before Inj. After Inj.* Control After Inj. Lbs/Week # Patients % Patients 
Diabetes mellitus. Sinus rhythm. oo 
E. M. F 62 125/54 116/52 No change 
sity, postmenopausal. myocardial changes. 
F.S. M 67 Early congestive cardiac” rhythm No ch 
* rly congestive cardiac / /' é ange 
Essential hypertension. 
MA OF 68 Degenerative osteoarthritis. 207/104 194/98 No change 
= 102 patients 100% 
 M 30 Normal subject. 126/74 122/78 tracing. No change 
DA OM 33 _Normal subject. 112/80 121/90 Pacing. No change 


*This represents the averages of the readings taken at 30-second and 1-minute intervals for 5 minutes prior to injection and 5 minutes after 
injection of the drug. The amount of fluctuation was considered insignificant. 


4 

— 

i 


liac / hypertensive obese 


Tenuate provides a pure anorexic 
which assures appetite inhibition, 
of CNs stimulation.'* studies’ 
ing intravenous administration of 10 
me Tenuate (4 times normal daily oral 
® prove that it does not affect heart, 
i pressure, pulse or respiration. 


ht loss with Tenuate has averaged as 
as 3 to 5 lbs. the first week, 1 to 2 lbs. 
cceeding weeks.” Resultant weight 
by reducing the cardiac-load, improves 
osis...and, frequently when hyper- 
ves lose weight, blood pressure drop 
pted. Thus Tenuate will fulfill an im- 


portant need: we 
and the hyperten: 


for the... 

diabetic obe. 
Tenuate, with its 
be used safely in 
on blood sugar, 1 
... Tenuate prod 
... unlike the am 


for control of . 
nighttime hi 
With Tenuate f 
nighttime hunge 
without insomni: 
at any time of the 
control of caloric 


PROOF — WEIGHT LO: 


dose (4 times recommended dose) In a series of 102 patie 
pod Pressure EKG 
e Inj. After Inj.* Control After Inj. Lbs/Week 
Sinus rhythm. 
34 -116/52 No change 
myocardia ges. 1019 — 
Sinus rhythm. 
90 175/90 Early LVH. Wo change 2.0-2.9 
‘14 194/93 Sinus change 
Sinus rhythm. 
/74 122/78 Normal tracing. No change 
Sinus rhythm. 
/80 121/90 Normal tracing. No change 
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from the literature 


« “There was a notable absence of side 
effects; appetite control and weight loss were 
more than satisfactory.” —Ravetz* 


¢ “The data show a virtual absence of any cardiac, 
circulatory or respiratory effect.” —Martin” 
This drug exhibited an extremely low incidence 
of side effects and could be administered 

in the evening without interference with the 
patient's sleep.” — Spielman’ 

« “This study has not revealed any limitations 

to the use of TENUATE for the suppression 

of appetite. It appears to be a safe, well 
tolerated, clinically effective drug and meets 
practically all the criteria for an ideal 
anorexigenic agent.” — Ravetz* 


« “Up to now, | have treated 18 patients 

with cardiovascular conditions with the compound, 
and I feel that TENUATE is safe even for 

these patients. Compared with other anorexigenic 
drugs, especially the amphetamines, 

TENUATE seems to be much safer because it shows 
practically no effect on blood pressure, 

pulse rate, and EKG.”—Huels® 


EIGHT LOSS** PROOF — 
f 102 patients, the following weight losses were obtained: LACK OF SLEEP DISTURBANCE’*"° 
| # Patients % Patients Series of 266 Patients 
22.54 
000080000008 0000880088 
53.92 
21.56 
B 2 1.96 
102 patients 100% @ Wakefulness Dosage/time of 


@ Normal Sleep administration —8 P.M. 


N UATE is safe, effective for any obese patient 
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special Importance physicians CO) ronted 
compheated by cardiovascular, diabetic, and 
other organic disorders...for the very patients 


NEW!TENUATE 
PURE ANOREXIA 
FOR ANY OBESE 
PATIENT 


TENUATE, unlike stimulant anorexics, is well tolerated throughout the 
entire course of treatment...there is a remarkable lack of side effects. 


TENUATE does not produce nervousness, tachycardia, effects upon blood 
pressure or respiration; and since tolerance, habituation and addiction 
have not developed with TENUATE, it is ideal for long-term use. 


TENUATE suppresses appetite, does nothing more, and this pure anorexic 
effect produces a satisfactory, progressive weight loss, often with minimum 
reliance on the patient’s strict dieting or calorie counting. 


INDICATIONS: Obesity in any patient, in- | REFERENCES: 


1. Huels, G.: Mich. Acad. Gen. Prac. Symposium, 
cluding adolescent, genet, and gravid, Detroit, 1959. 2. Horwitz, S.: personal communica- 
as well as the special-risk situation of the tion. 3. Spielman, A. D.: Mich. Acad. Gen. Prac. 


cardiac h rtensive and diabetic. Symposium, Detroit, 1959. 4. Ravetz, E.: Mich. 
» Acad. Gen. Prac. Symposium, Detroit, 1959. 


5. Decina, L. J.: Exper. Med. & Surg. in press. 
DOSAGE: One 25 mg. tablet one hour be- 6. Scanlan, J. S.: in press. 7. Parrish, L.: personal 


fore meals. To control nighttime hunger, communication. 8. Kroetz and Storck: personal com- 

dditi 1 tablet b munication. 9. Alfaro, R. D. and Gracanin, V.: to 

an additional TENUATE tablet may be be published. 10. Spoont, S.: personal communica- 

taken in mid-evening without fear of in- _ tion. 11. Illig, A. and Illig, H.: in press. 12. Martin, 

. : : G. J.: Mich. Acad. Gen. Pract. Symposium, Detroit, 
ducing asennad 1959. 13. Huels, G.: personal communication. 


TRADEMARK: 


FORMULA: Each light blue tablet contains 
25 mg. TENUATE (diethylpropion). 


SUPPLIED: TENUATE is available in bottles THE WM. S. MERRELL COMPANY 
of 100 and 1000 tablets. NEW YORK + CINCINNATI + ST. THOMAS, ONTARIO 
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dosage problem with 


muscle relaxants? 


no problem with 


PARAF 


Chlorzoxazone* 


ejust 6 tablets daily is an 


average effective dose 


Benefits of a 1- or 2-tablet dose persist for about 
6 hours, relieving pain and stiffness and improving 
function in musculoskeletal disorders such as low 


back syndrome, sprains, strains, myalgia, fibrositis, 
and stiff neck. Side effects are rare, almost never 
require discontinuance of therapy. 


Supplied: Tablets, scored, orange, bottles of 50. 


Each tablet contains PARAFLEX, 250 mg. ° 


(McNEIB} 


McNeil Laboratories, Inc 


*U.S. Patent Pending 
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CLINICAL BRIEFS 
FOR MODERN PRACTICE 


How can the problem of “‘postchole- 
cystectomy syndrome’ be reduced? 


A “routine” operative cholangiogram is now recommended in addition to 
thorough surgical exploration, reducing the number of cholecystectomized 
patients later presenting the same symptoms as before the operation. 


Source: Vazquez, S. G.: J. Internat. Coll. Surgeons 28:394, 1957. 


for pre- and postoperative 


management of biliary D EC 4 0 L| N: 
tract disorders... “therapeutic bile” 


Hydrocholeresis with DECHOLIN combats bile stasis by flushing the biliary tract 
with dilute, natural bile... 


* corrects excessive bile concentration 

¢ helps to thin gallbladder contents 

¢ benefits patients with chronic cholecystitis, noncalculous cholangitis, and 
biliary dyskinesia 


in functional G.I. distress... D EC H 0 L | N 
with BELLADONNA 


* reliable spasmolysis Ss 


improved liver function « indione 
oronto + Co 


available: DECHOLIN Tablets: (dehydrocholic acid, AMES) 3% gr. “ 
(250 mg.). Bottles of 100, 500 and 1,000; drums of 5,000. 4 
DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMES) ‘S 
3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 

Bottles of 100 and 500. 
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nervous, tense patients 
recovered improved 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 


lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient’s mental efficiency, motor 
control, normal behavior or autonomic balance. 


iltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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AIDS EMOTIONAL ADJUSTMENT 
TO CHRONIC ILLNESS 


Through effective relief of anxiety, irri- 
tability, insomnia and tension, Miltown 
aids the patient to “live with his dis- 
ease,” especially during difficult adjust- 
ment periods. 

Miltown is well tolerated and “there- 
fore well suited for prolonged treatment 
in chronic disorders with emotional com- 
plications.” (Friedlander, H. S.: Am. J. 
Cardiol. 7:395, March 1958.) 


Miltown 


Available in 400 mg. scored and 200 mg. sugar- 
coated tablets; bottles of 50. Also available as 
MEPROSPAN* (200 mg. meprobamate continuous 
release capsules) and MEPROTABS* (400 mg. 
unidentifiable, coated meprobamate tablets). 


When mental depression complicates chronic 
disease: DEpRoL* (1 mg. benactyzine HCl plus 
400 mg. meprobamate). TRADE-MARK 


(fy) WALLACE LABORATORIES, New Brunswick, N. J. 
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Postpartum pain 
Episiotomy 

Dilatation and curettage 
Vaginal surgery 
Hysterectomy 

Breast engorgement 
Postspinal cephalalgia 


remember 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


After using ZACTIRIN in 92 obstetrical and postsurgical gynecological patients, Roden and 
Haugen! conclude from the patients’ own reports: /n obstetrical patients—‘‘an effective anal- 
gesic for the usual types of pain occurring during the postpartum period.” /n gynecological pa- 
tients—*‘satisfactorily relieves mild or moderate postoperative pain occurring as the result of 
major and minor surgical procedures.” Side-effects—infrequent and mild and did not necessi- 
tate discontinuing use.” 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of ethoheptazine citrate and 325 mg. 

(5 grains) of acetylsalicylic acid 

1. Roden, J.S., and Haugen, H.M.: Missouri Med. 55:128 (Feb.) 1958. Wyeth 
e original Wyeth non-narcotic analgesic plus anti-inflammatory action ® 
e orally administered « prompt, long agtion—relief equivalent to that of codeine — Phadelphia | Pa 


to relieve pain in OB-GYN practice... 
7 
> 
Zactil in | 
5 
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NEW AND EXCLUSIVE... the only 5-actioi, 


one-tablet treatment... for comprehensiv2 
control of your asthma patients, prescribe 


Tradem 


BRONKOTABS 


THESE BY A 
ey DISTURBING APPROPRIATELY ONE TABLET 
PHENOMENA CONTROLLED FORMULA: 


1. Bronchospasm = Bronchodilator <- Ephedrine sulfate, 24 mg. 
2. Local bronchial edema > Diuretic Theophylline, 100 mg. 
3. Allergic coinplications Antihistaminic Thenyldiamine HCI, 10 mg. 
4. Tenacious mucus # Expectorant < Glyceryl guaiacolate, 100 mg. 
5. Anxiety-tension —» Sedative << Phenobarbital, 8 mg. 


CLINICALLY PROVEN -good to excellent results in 91% of 593 patients." 
WELL TOLERATED -side effects in these studies mild and temporary-incidence only 4.7%." 


INDICATIONS—For prevention or relief of the symptoms of allergic asthma, asthmatic bron- 
chitis, chronic bronchitis with emphysema, emphysematous bronchospasm. Also for the 
relief of bronchial asthma associated with hay fever, allergic rhinitis and nongeasonal upper 
respiratory allergies. 


DOSAGE-Adults: one tablet every 3 or 4 hours, four to five times daily. Children over six: 
one half the adult dosage. Available at all pharmacies. 


FOR PROMPT EMERGENCY RELIEF B RO N KE Pm Ri N E hydrochloride 


(ethy!lnorepinephrine-Breon —10 cc. vials 2 mg./cc» 


far more than a substitute for epinephrine . . 


eae GEORGE A. BREON & CO., NEW YORK 18, NEW YORK 


1. Personal communication. 2. Foland, J. P.: Postgrad. Med. 18:397 (Nov.) 1955. 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. 


REDISOL is crystalline vitamin B,., an essential 
vitamin for growth and the fundamental 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep 

the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5S mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


REDISOL 


cyanocobalamin, Crystailine Vitamin 819 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


RECISOL 1S A TRADEMARK OF MERCK CO., INC. 
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IN CHRONIC BRONCHITIS AND ASTHMA, Choledyl helps improve pulmonary 
function in the patient with emphysematous changes by letting air out as well as in. As 
aeration of the lungs is enhanced, breathing is eased, coughing and wheezing are reduced, 
and acute episodes of bronchospasm are often eliminated. Choledyl, the choline salt of 
theophylline, produces therapeutic blood levels orally without the gastric distress that 
accompanies aminophylline. Average adult dosage is one 200 mg. tablet q.i.d. Maximum 
results are usually achieved within two weeks. 


CHOLEDYL 


(brand of oxtriphylline) 


betters breathing...forestalls the crisis 


MORRIS PLAINS. N. J. 


What 
IS 
The Truth About 


Dietary fats? 


Recently a great deal of interest has been 
aroused on the question of a possible etiologic 
link between the ingestion of food fats and 
pathophysiologic changes in certain body 
tissues. 

Basic research on this problem is being 
carried on throughout the world, the approach 
ranging from animal experimentation to bio- 
chemistry, to ethnological statistics. 

In a number of instances the lay press has 
prematurely reported the findings of one re- 
search group or another, without the benefit of 
unbiased competent evaluation. Some scientific 
as well as lay articles have attempted to corre- 
late inconclusive, fragmentary, and conflict- 
ing results, frequently leading to undesirable 
confusion. 

The problem, however, is far from settled. 
If final results of this world-wide research 
establish beyond reasonable scientific doubt 
that fat intake is directly related to degenera- 
tive disease, accurate information should be 
provided for the profession so that in turn the 
public may be properly enlightened. 


“A large amount of information has been 
made available in recent years relating fats 
to the causation of atherosclerosis, coro- 
nary artery disease, and other similar 
diseases. However, the data are so incom- 
plete and conflicting that it is impossible to 
draw conclusions which are universally 
acceptable to nutritionists and medical 
authorities.” 


STATEMENT BY NATIONAL RESEARCH COUNCIL 


On the other hand, if conclusive evidence 
points to little or no etiologic relationship 
between fat ingestion and degenerative disease, 
it will become difficult for the scientific world 
to counteract the cumulative effects of mis- 
information on the public mind. 

Furthermore, evidence is accumulating 
to indicate that lowering of the plasma choles- 
terol by limitation of dietary fat and by ad- 
ministration of unsaturated fatty acids may 
actually increase the deposition of cholesterol 
in the tissues.’ 

The obvious need at present is for basic 
research and proper evaluation as well as un- 
prejudiced correlation of findings from all 
quarters, so that the medical profession as 
well as the public may be protected from the 
publicizing of premature and unwarranted 
conclusions. 


1. Kuhl, W.J., Jr., and Cooper, J.: Exchangeable C11-Choles- 
terol Pool Size as an Index of Cholesterol Metabolism: Ef- 
fect of Low Fat and Highly Unsaturated Fat Diets, Proc. 
Cen. Soc. Clin. Res., J. Lab. & Clin. Med. 52:919 (Dec.) 
1958. 


“Until it is clearer which fats are more 
desirable nutritionally and which, if any, 
are undesirable — major changes in American 
dietary habits are not to be recommended.” 

The Role of Dietary Fat in Human Health: 
National Academy of Sciences—National Re- 
search Council, Washington, D. C., Publica- 
tion 575, 1958. 


American 
Main Office, Chicago...Members Throughout the United States 
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there’s pain and 
=6inflammation here... 
it could be mild 
or severe, acute or 

chronic, 
secondary fibrositis 
early rheumatoid arthritts 


more potent and comprehensive treatment 
than salicylate alone 
assured anti-inflammatory effect of low-dosage 
corticosteroid’ . . . additive antirheumatic action of 
corticosteroid plus salicylate?’* brings rapid pain 
relief; aids restoration of function . . . wide range 
of application including the entire fibrositis syn- 
drome as well as early or mild rheumatoid arthritis 


more conservative and manageable than full- 
dosage corticosteroid therapy— 


_much less likelihood of treatment-interrupting 
side effects’* . . . reduces possibility of residual 
injury ... simple, flexible dosage schedule 


THERAPY SHOULD BE INDIVIDUALIZED 

acute conditions: Two or three tablets four times daily. After 
desired response is obtained, gradually reduce daily dosage 
and then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 
isfactory control is obtained, gradually reduce the daily 
dosage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because sicmacen contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of siGMAGEN. 


salicylate compound 


case 
it calls for 


Composition 

METICORTEN® (prednisone) . 0.75 mg. 
Acetylsalicylic acid 325 meg. 
Aluminum hydroxide 75 mg. 
Ascorbic acid . 20me. 


Packaging: sigmMacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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How much versatility is enough? 
That depends. You don't 
ordinarily need a jackknife- 


of-all-trades. But for 


asthma, emphysema, 
bronchiectasis, 


chronic bronchitis, 
you do need the 

most versatile bronchorelaxant 
you can prescribe. Caytine: is 
first bronchodilator effective by 
mouth and/or injection and/or Q@ 
inhalation. Here's versatility that W 
lets you individualize therapy so 


that each patient gets greatest 
relief with fewest side effects. 


Lakeside Laboratories, Inc. LZ 


q 
CAY if effective fori CAYTIN Tablets Ff n, % } re bottle { CAYTINE Jab/ets 7 } with 
Pentobdarbit 32 mg. (war vay be habit for red. bottles of CAYTINE Inhalation. 1-1 
ttles with dropper. CAYTINE /njection (intramuscular t taneous) 5 v1 xes of 4 
os A-104 POSTGRADUATE MEDICINE 


When knights were bold, it was 
simple to replace the protective 
iron on a man. Today Imferon; 
intramuscular iron-dextran com- 
plex, makes it simple to restore 
the far more significant iron 
defense inside a man. This it does 


by rebuilding iron stores 
-and elevating 


hemoglobin, of 
course —swiltly 
and safely. 


Lakeside 


Laboratories, Inc. 


Fy 
a5, j 
: 
4 
IMFERON®@—intramu lar iron-dextrar plex 
There are 50 ma tele ental iron in ¢ t 
Supplied: 2-« and me boxe { 4,1 multiple- 
dose vials. Phy in's directions in every box 
48089 
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“Antacid? Rorer’s Maalor. It doesn’t constipate and patients like its taste better 
... By the way, try their new double strength Tablet Maalox No. 2. It’s great!’’ 


eas MAALOx® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET MAALox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET MAALOox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 
fuls), Bottles of 50 and 250. 


Samples on request. 
WILuiaAM H. Rorer, INC., Philadelphia 44, Pennsylvania 
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the menopause 


triple benefits with 


1 Fast relief : 2 Replacement therapy | | <3 Relaxation 


of irritability, anxiety, with estrogens helps of skeletal muscle 
tension, insomnia. | restore endocrine balance; | tension; relieves 
Miltown acts in relieves vasomotor and | low back pain, ! 

30 minutes. metabolic disturbances. tension headache. 


Supplied in two potencies for dosage flexibility 
Milprem-400 
Each tablet contains 400 mg. Miltown and 0.4 mg. 
conjugated estrogens (equine); bottles of 60. 


Milprem-200 
Each tablet contains 200 mg. Miltown and 0.4 mg. 
conjugated estrogens (equine); bottles of 60. 


| Dosage for either potency : One tablet t.i.d. in 
21-day courses with one-week rest periods; 
should be adjusted to individual requirements. 


Literature and samples on request 


WALLACE WW) LABORATORIES, New Brunswick, N. J. piven 
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arunatic resul fs: 
acute asthma... 
left ventricular failure 


CLYSMATHANE 


(Setxtion of Lining, 
Disposable Rectal Unie 


Rectally admitnistered Ciyemathane (Solu: 
tion Of Theoph: Men amine, 
Fleet} is quickly a by ihe inferior 
hemorrhoidal delive:: 
ood levels minimizes certain 
side effects assotiated svith or paren- 
teral administration. 

Designed for s¢if-administration, the 
Clysmathane Disposable Rectal Unit is 
are éasily retained 

there ig little or of Hritation of rectel 
Ayottable: PRESCREP Ti ON-PAC of six 
opbyline Far 


of symptoms Of acute or ghocric asthma 
left. ventricular fSilore as ted, 


Comumun etic, 
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Upjohn screened 357 
steroids to develop 
Oxylone™... 

the first steroid 
designed 

specifically for 

topical application. 


Available as: 


Oxylone Topical Cream — each gram con- 
tains 0.25 mg. (0.025%) fluorometholone. 
Neo-Oxylone* Topical Ointment—each gram 
contains 0.25 mg. (0.025%) fluorometho- 
lone and 5 mg. neomycin sulfate (equiva- 
lent to 3.5 mg. neomycin base). 

Usual dose: 1 to 3 applications daily. 
Supplied: In 7.5 Gm. tubes with applicator 
tips. * TRADEMARK 


Upjehn the Upjohn Company, Kalamazoo, Michigan 
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PROZINE 


meprobamate and promazine hydrochioride, Wyeth 


SPECIFIC CONTROL 
oF EMOTIONAL DISTURBANCES 


*Trademark 


THROUGH DUAL ACTION 


PROZINE controls anxiety and tension as well as 
motor excitability. This effect on the components of emotional re- 
action is possible because of the dual sites of action of PROZINE— 
the thalamic and hypothalamic areas of the brain. The unique dual 
action of PROZINE enables the physician to exert more specific 


control over emotionally disturbed patients. 


PROZINE controls emotional disturbances manifested by appre- 
hension and agitation, insomnia, nausea and vomiting, gastroin- 
testinal symptoms, alcoholism, menopausal symptoms, premenstrual 


tension. 


PROZINE is indicated in patients having a primary emotional dis- 
turbance, in patients having an emotional disturbance unrelated to 
their organic disease, and in patients emotionally disturbed by pri- 
mary organic disease. PROZINE is especially useful in overly appre- 
hensive medical patients—including surgical and obstetrical—and 
in emotional problems of children, adolescents, and the aged. It also 
is useful in emotionally disturbed patients who receive little or no 
relief from analgesics, barbiturates, anticholinergics, antihyperten- 


sives, and hormones (estrogens and corticoids). 
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A single short course of injections— 1 mi. 
daily for 6-8 days—provides prompt? re- 
fief which persists for months in most po- 
tients, ond can Be mcinitained by 
occasional booster doses. 

Anergex therapy sppresses allergic 
manifestations, regardless of the offend- 
ing allergen, thus elimincting skin tests, 
specia! diets, and long drawn-out desen- 
sitization procedures. 

Over 500 documentoted case re- 

ports'2:3.' show thet Anergex provided 
marked improvement or complete relief in 
over 60 per cent, 
Anergex is effective im season! and sonseasonal 
thinitis (pollens, dust, dandor, molds. foods); allergic 
asthma; osthmatk bronchitis and eczeme in children; 
food sensitivities, 


Avaliodle: Muitiple-dese vials containing ml.—one 


2.1008, 955 
Pract, & Digest Treat, 447, 1954. 
1956. 
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Rams 


You are giving very special physical comfort to your patients with 
RAMSES® Diaphragm and Jelly* because the RAMSES Diaphragm 
has a soft, cushioned rim and is flexible in all planes to permit complete 
freedom of motion, and because RAMSES Jelly is uniquely suited for 
use with the RAMSES Diaphragm. It is not a static jelly or cream, but 
flows freely over the rim and surface to lubricate the diaphragm, add 
comfort, and protect the patient for ten full hours. 


With RAMSES Diaphragm and Jelly you are also providing essential 
inner security, since your patient is assured she can plan her family 
according to her wishes, safe in the knowledge that she is using not only 
the most reliable method — diaphragm and jelly — but the most com- 
fortable and reliable diaphragm and jelly, RAMSES. As Tietze’ has 
pointed out, the diaphragm and jelly method reduces the likelihood of 
conception by at least 98 per cent. 


After fitting the diaphragm, prescribe the complete unit — the new 
@ RAMSES “TUK-A-WAY”® Kit #701 with diaphragm. introducer and 


eS jelly in an attractive new zipper case which opens top and side. 


For those who put a special value on simplicity and convenience, such 
as “just marrieds,” new IMMOLIN® Cream-Jel for use without a 
diaphragm is now available. IMMOLIN forms an impenetrable matrix 
in which sperm are trapped, lose vitality and die. The first published 
study* on IMMOLIN covering 1,729 patient-exposure months shows a low 
rate of 2.01 unplanned pregnancies per 100 woman-years of exposure. 


1. Tietze, C.: Proceedings, Third International Confer- 
ence Planned Parenthood, 1953 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 2.Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


etive agent, dode aethyleneglycol monolaurate 5%, 
in a base of long-lasting barrier effectiveness 
RAMSES, ‘‘TUK-A-WAY,”’ and IMMOLIN are reg- 
istered trade-marks of Julius Schmid, Inc. 
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This anxiety patient can work now, Doctor. § 


of extreme weakness and attacks 
of trembling and sweating. There 
was tachycardia and breathing 
embarrassment on the slightest 
exertion. All of it started soon 
after the family suffered financial 
reverses. Her home life became 
disorganized; she couldn’t cope 
with her housework. 


Therapy with TRILAFON, 4 mg. 
t.1.d., was instituted and she’s been 
coming in once a week to give vent 
to her feelings. Results have been 
excellent. There’s no drowsiness 
with this drug—she’s wide awake 
and active all day long. Now she’s 


on maintenance dosage, 4 mg. b.i.d., © 


and should be off the drug 
entirely in another week or two. 


Four weeks ago Mrs. C. complained @ 
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for patients immobilized by anxiety... 


when you want to avoid drowsiness 


perphenazine 


¢ helps the patient contain anxiety, tension 
* restores normal working capacity 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 


TRILAFON REPETABS,® 8 mg.—4 mg. for prompt effect in the outer layer 
and 4 mg. for prolonged relief in the timed-action 
inner core; bottles of 30 and 100. 


For complete details on TRILAFON consult Schering literature. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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Increased Hemoglobin 


wit 
LEGEND: (gm./100 cc.) 
(A) Patients receiving ferrous sulfate 


200 mg. q.i.d. showed average 
increase in hemoglobin of 1.5 gm. 


(8) Patients receiving Roncovite-MF 
(15 mg. cobalt chloride and 100 mg. 
ferrous sulfate) showed average 


increase in hemoglobin of 2.7 gm 


improved 

iron 
utilization 
in anemia 


RUNG 


Each tablet contains: Cobalt chloride (Cobait as Co....3.7 mg.)...15 mg. Ferrous sulfate, exsiccated...100 mg. 


Improves iron utilization by enhancing the formation 
of erythropoietin, the erythropoietic hormone 


Recent research''* again emphasizes the role of cobalt as the 
only clinically proved agent which enhances erythropoietin formation. 

The acceleration of erythropoiesis with Roncovite therapy pro- 
vides optimal utilization of iron. 

Acting through this physiologic mechanism, Roncovite (cobalt- 
iron) therapy results in an increased production of red cells and hemo- 
globin—a better blood picture—a faster, more complete response than 
iron alone inthe common hypochromic anemias— menstrual anemia 
—anemia of pregnancy— nutritional anemia of inftancy—and in anemia 
due to chronic infection or inflammation. *:+:5:°:7:® 


(1) Goldwasser, E.; Jacobson, L. O.; Fried, W., and Pizak, L. F.: Blood 13:55 (Jan.) 1958. (2) Gurney, C. W.; 
Jacobson, L. O., and Goldwasser, E.: Ann. int. Med. 49:363 (Aug.) 1958. (3) Korst, D. R.; Bishop, R. C., and 
Bethell, F. H.: JU. Lab. & Clin. Med. 52:364 (Sept.) 1958. (4) Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 
1956. (5) Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. (6) Holly, R. G.: Clin. Obst. & Gynec. 115 (Mar.) 1958. 
(7) Diamond, E. F.; Gonzales, F., and Pisani, A.: Illinois M. J. 113:154 (April) 1958. (8) Hill, JU. M.; La Jous, J., 
and Sebastian, F. J.: Texas J. Med. 51:686 (Oct.) 1955. 
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With Singoserp 

this patient’s blood pressure 
was controlled for the first 
time without side effects 


FROM THE FILES OF A PHILADELPHIA CARDIOLOGIST. 
PHOTOS USED WITH PERMISSION OF THE PATIENT. 


Tombst I had known 
hypertension for 16 years; rejected 
by U.S. Army because of high blood 
pressure. Whole root rauwolfia low- 
ered pressure satisfactorily, but pa- 
tient could not tolerate side effects. 


Singoserp in a dosage of 0.5 mg. 
daily lowered his blood pressure to 
130/80, produced no side effects. 
Patient feels well, works well, speaks 
of marked improvement in outlook 
and function. 
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Clinical findings in 900 patients 
show the 

selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 


® more than half of these patients suffered from moderate 
to severe hypertension 


@ more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 


Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


a major 
Dosace: 
In new potients: Average initial dose, 1 to 2 tablets (1 to 2 mg.) daily. improvement 


Some patients may require and will tolerate 3 or more tablets daily. Main- “ ™ 
tenance dose will range from ¥2 to 3 tablets (0.5 to 3 mg.) daily. in rauwoalfia 
In patients taking other antihypertensive medication: Add 1 to 2 Singoserp 


tablets (1 to 2 mg.) daily. Dosage of other agents should be revised down- 
ward to a level affording maximal control of blood pressure and minimal 


side effects. a m aj or 


(syrosingopine CIBA) 
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ATTACK ON 
THE PRIMARY AIN 
INFECTION IAL 


Mysteclin-V strikes 
directly at all tetracy- ind 
cline sensitive organisms most pathog 
bacteria, certain rickettsias, certain 
viruses, Endamoeba histolytica. It 
all established benefits of tetracycline in 
new, more effective phosphate com 
form.! Patient response is rapid beca 
initial high peak blood serum levels 
maintained with ease at the antibacte 
attack level until the infection is conq 


YSTEC 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 
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MYSTEGLIN-V 
CONTAINS 
MYGOSTATIN 


R A SPECIFIC DEFENSE 
AINST SECONDARY MON- 
IAL SUPERINFECTION 


n-V protects patients against anti- 
induced intestinal moniliasis and its 
complications, including 
vaginal and anogenital 
moniliasis, even poten- 
tially fatal systemic mon- 
iliasis. This action is pro- 
vided by Mycostatin, the 
antifungal antibiotic, with 
specific action against 
Candida (Monilia) albicans.” 


Capsules (250 mg./250,000 u), bottles of 16 and 100. 
Half-strength Capsules (125 mg./ 125,000 u), bottles of 16 and 100. 
Suspension (125 mg./125,000 u per 5 cc.), 2 oz. bottles. 
Pediatric Drops (100 mg./ 100,000 u per cc.), 10 cc. dropper bottles. 


References: 1. Cronk, G. A. ; Naumann, D. E., and Casson, K. : Antibiotics 
Annual 1957-1958, New York, Medical Encyclopedia Inc. 1958, p. 397 * 

2. Newcomer. V. D.; Wright, E. T., and S berg, T. H.: Antibi Annual 
1954-1955, New York, Medical Encyclopedia inc., 1955, p. 686. 

smvstecum®, AND ARE SQUIBS 
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DISSOLUTION OF CLOTS WITH 


ACTASE 


TRADEMARK 


Fibrinolysin (Human) 


Vith 
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) HE OPENING OFA 


n the treatment of 


‘ hromboembolic disorders: 
HROMBOPHLEBITIS 


PULMONARY EMBOLISM 


Vith ACTASE it is now possible to enhance plasma fibrinolytic 
ctivity. ACTASE is prepared from human plasma. It contains the 
ctive and purified form of the proteolytic enzyme fibrinolysin. “The 
linical results after fibrinolysin infusion...have been consistently 


pncouraging in terms of its apparent ability to dissolve a recently 
acquired intravascular clot.’! CLINICAL DATA 
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SPECIFIC THERAPY -— lysis of the clot 


thrombophlebitis e pulmonary embolism 


ACTASE 


TRADEMARK 


Fibrinolysin (Human) 


A NEW THERAPEUTIC AGENT 
ACTASE “...may prove a safe and effective 
agent for achieving acute lysis of intravascular 
clot.”! In thrombophlebitis the benefits “... range 
from significant improvement to complete rapid 
relief, if adequate doses are administered.’”? 


“Pulmonary. emboli, although notoriously 
difficult to evaluate clinically, respond well to 
plasmin [fibrinolysin].”2 


ACTASE overcomes the disadvantages of 
earlier thrombolytic agents, which proved to be 
ineffective for intravenous use, or unsafe because 
of severe side reactions and lack of specificity. 


Studies show that ACTASE, while maintaining 


fibrinolytic activity, has no clinically significant 
effect on blood coagulation. “Anticoagulant 
drugs can be safely used simultaneously.”! 


SAFETY IN CLINICAL USE 


The only reaction observed with intravascular 
use of fibrinolysin has been a temperature rise 
in some patients. In one series of 141 patients, 
there was no febrile response in 35 per cent, a 
mild temperature rise in 42 per cent, and a 
severe febrile reaction in 23 per cent. Chilliness, 
nausea, vomiting, dizziness, headache and mus- 
cle pain may occur. The prophylactic adminis- 
tration of antipyretics! and antihistamines,! or 
sedatives, may lessen and possibly prevent the 
febrile reaction. 


CLINICAL RESULTS WITH FIBRINOLYSIN THERAPY 


Source | Indication Number of Patients Results oP 
Moser’ Pulmonary embolism | 8 4 patients showed beneficial effects 
Clifton? | Thrombophlebitis 3 patients experienced complete relief; 
and pulmonary emboli | - 
ORTHO? Pulmonary embolism 36 70% excellent; 24% questionable; 6% poor: 
Moser’ Deep venous 18 “consistently encouraging” 
thrombophlebitis 
Cliffton? Venous thromboses 17 excellent response in 9 of 11 patients who received adequate dosage 
Cliffton> | Peripheral venous | 12 improvement in all patients, ranging from subsidence 
| thrombosis | to unequivocal lysis of the thrombus 
Moser’ Superficial 7 evidence of thrombolysis in 4 patients 
thrombophlebitis 
ORTHO? Thrombophlebitis 171 65% excellent; 26% good; 9% poor 


ACTASE is given as an intravenous infusion over a period of two hours. Complete liter- 


ature is available on request. 


Packaging: ACTASE is supplied in vials containing 50,000 Fibrinolytic Units. 


References: (1) Moser, K. M.: J.A.M.A. 167:1695 (Aug. 2) 1958. (2) Cliffton, E. E.: J. Am. 
Geriatrics Soc. 6:118, 1958. (3) Clinical Research Division, Ortho Pharmaceutical Corporation. 
(4) Ambrus, J. L., and others: Ann. New York Acad. Sc. 68:97 (Aug. 30) 1957. (5) Cliffton, E. E.: 


Ann. New York Acad. Sc. 68:209 (Aug. 30) 1957. 


ORTHO PHARMACEUTICAL CORPORATION * RARITAN, NEW JERSEY 
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who rafts logs ina “boom” 


RS @ INDICATED IN: 


MUSCLE STIFFNESS 


cee a new way LUMBOSACRAL STRAIN 


to relieve pain 


WHIPLASH INJURY 


; and stuff ness BURSITIS 


in muscles 
TENOSYNOVITIS 

and joints FIBROSITIS 
FIBROMYOSITIS 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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g@ Exhibits unusual analgesic properties, different from those 


of any other drug m Specific and superior in relief of SoMAtic pain 


@ Modifies central perception of pain without abolishing natural 


defense reflexes mm Relaxes abnormal tension of skeletal muscle 


3-propanediol dicarbamate 


m More specific than salicylates m Less drastic than steroids 


gw More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. Soma is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with any previously used analgesic, sedative or 
relaxant drug. 

SomA also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


supp.ieo: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


WV 4 WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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"...has a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 
reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 

Council on Drugs: New and Nonofficial Drugs, 
Philadelphia, J. B. Lippincott Co., 1958, p. 620. 


"For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki is much more 
effective than are the water-soluble preparations 
of menadione." 
Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, “Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions.* 
Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and icborntene control, 
Virginia M. Monthly 85:230, May 1958. 


"...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones.* 

Meyer, 0. 0.: Use of anticoagulants in the treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958. 


chemically identical with naturally-occurring vitamin K, 


— 


Vitamin K, 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs, 
the patients are instructed to take 10 mg. and phone the doctor.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
MEPHYTON is a trademark of Merck & Co., Inc, 


&p MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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reatness 


is rare in any human endeavor. When it appears, 
it may be perceived in various forms—as a work of art, 


a discovery, an idea, or an achievement of scientific 


inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 
preparation must first of all achieve a degree of 

| universality...the cumulative experience of thousands 
of physicians over a period of many years. From 


this experience, then, is born that unhesitating confidence 


| which may be summed up in the term “drug of choice.” 


| ROCHE LABORATORIES 
i Division of Hoffmann-La Roche Inc + Nutley 10 + N.J. 
ROCHE—Reg. U. S. Pat. Off. GANTRISIN® = brand of sulfisoxazole 
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m cardiac arrhythmias 


hydroxyzine pamoate 


provides: 


SPECIFIC 
ANTIARRHYTHMIC 
EFFECT 


in ventricular and auricular extrasystoles, 
paroxysmal auricular and ventricular 
tachycardias, paroxysmal auricular 
fibrillations, Wolff-Parkinson-White 
syndrome, bigeminy, and non-chronic 
auricular fibrillation. 


Vistaril appears to act directly on the 
myocardium, since in many patients normal 
sinus rhythm is restored within minutes 


OUTSTANDING 


SAFETY 


The safety of Vistaril has been especially 
noted by investigators. 

“The drug wasfound safe, easily administered, 
and nontoxic in all cases. No untoward 
effects occurred in any patient when the 
drug was given either orally, intramuscularly, 
or intravenously. This is a definite advantage 
over other agents in general use.”’! 


AND EFFECTIVE 
CALMING ACTION 


Vistaril also provides the calming and 
tranquilizing properties so valuable in 
cardiac patients. 


The following dosage regimen is rec- 
ommended (Individualized by the physician 
for maximum effectiveness) : 


Oral dosage: Initially, 100 mg. daily in divided 
doses uréil arrhythmia disappears. For 
maintenance or prophylaxis, 50-75 mg. daily in 
divided doses. 


; Parenteral dosage: 50-100 mg. (2-4 ec.) I.M. 
Pfizer Science for the world’s well-being stat., and q. 4-6 h., p.r.n.; maintain with 25 mg. 


b.i.d. or t.i.d. In acute emergency, 50-75 mg. 
PFIZER LABORATORIES (2-3 ec.) I.V. stat.; maintain with 25-50 mg. 
Division, Chas. Pfizer & Co., Inc. ; (1-2 ec.) I.V. q. 4-6 h. 


Brooklyn 6, New York *Trademark 


References: 1. Burrell, Z. L., et al.: Am. J. Cardi 
1:624 (May) 1958. 2. Hutcheon, D. E., et ab: 
‘Therap. ii “451 


Supply: Vistaril Capsules, 25 mg., 50 mg. and 
100 mg. Vistaril Parenteral Solution, 10 cc. vials 
and 2 cc. Steraject® cartridges. Each ec. contains 
25 mg. hydroxyzine (as the hydrochloride). 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...” 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


(phenylbutazone ceicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”2. Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”* Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 


Shoulder Syndrome: Response of 70. 


patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....””? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® 
butazone Gceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenyibutazone ceicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methyibro- 
mide, 1.25 mg. 
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SQUIBB ANNOUNCES NEW 


RAUTRAX 


a logical combination —Raudixin enhanced 
by an entirely new diuretic... Flumethiazide 
SQUIBB 


thus Squibb offers you greater latitude in solving the problem of 


HYPERTENSION 


for the treatment of hypertension...withoufe 


Rautrax combines Raudixin with flumethiazide for 
control of all degrees of hypertension. Clinicians 
report it safely and rapidly eliminates excess ex- 
tracellular sodium and water without potassium 
depletion.':?:? Through this dependable diuretic 
action of flumethiazide, the clinical and subclini- 
cal edema—so often associated with cardiovascu- 
lar disease—is rapidly brought under control.?:*:*- 
Flumethiazide also potentiates the antihyperten- 


sive action of Raudixin. By this unique dual 


action, a lower dosage of each ingredient eff 
tively maintains safe antihypertensive thera 


Diuresis without serum electrolyte imbalas 
Flumethiazide—the new, safe nonmercurial diureti 


rapidly achieves its diuretic effect without caus#! 
f } 


al 


appreciable plasma electrolyte imbalance.' 
Potassium loss is less than with other n 
mercurial diuretics.‘ Moreover, the 
supplemental potassium chloride in RautfRa 
provides added protection against potassiifhe 


nd 
od 
nd 


Be 
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ofear of significant potassium depletion’ 


it efigind chloride depletion in the long-term manage- 
theragment of the hypertensive patient. 


balagodium and water retention is rapidly relieved,* 
iureugnd once the fluid balance has been brought 
causithin normal limits, continued administration 
nce.'~f Rautrax does not appreciably alter the nor- 
+r n@mal serum electrolyte pattern. 

isionf{Pontrol of hypertension with fewer side effects 
XautR audixin—a cornerstone on which to build a 


tassiff#herapeutic regimen for control of hypertension. 


= 
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RAUDIXIN 


SQUIBB STANDARDIZED 
WHOLE ROOT RAUWOLFIA SERPENTINA 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


RAUTRAX...GREATER LATITUDE IN SOLVING THE 

PROBLEM OF HYPERTENSION 

& Prompt, safe antihypertensive effect — by the com- 
plementary action of Raudixin and flumethiazide 

B Less potassium loss than with other nonmercurial 
diuretics* 

8 No loss in effectiveness after continued administration 

& No influence on blood urea nitrogen, blood count or 
other hematologic values* 

& Fewer and less severe side effects®’ 

Less need for severe restriction in sodium intake 

& Gout, purpura, or allergic reactions not reported 


SQUIBB 


RAUDIXIN PLUS AN ENTIRELY NEW DIURETIC...FLUMETHIAZIDE 
A NATURAL COMPANION 
TO FAMOUS RAUDIXIN TO HELP SOLVE THE PROBLEM... 


HYPERTENSION 


- Dosage: 2 to 6 tablets daily in divided doses initially; may 
be adjusted within range of 1 to 6 tablets daily in divided 
doses. Note: In hypertensive patients already on gan- 
glionic blocking agents, veratrum and/or hydralazine, the 
addition of Rautrax necessitates an immediate dosage 
reduction of these agents by at least 50%. A similar 
reduction is also necessary when these ganglionic blocking 
agents are added to the Rautrax regimen. 

Literature available on request. 


Supply: Capsule-shaped tablets each providing 50 mg. 
Raudixin, 400 mg. flumethiazide, and 400 mg. potassium 
chloride, bottles of 100. 


References: 1. Moyer, J.H., and others: Am. J. Cardiol., 3:113 (Jan.) 
1959. « 2. Bodi, T., and others: To be published, Am. J. Cardiol., 
(April) 1959. + 3. Fuchs, M., and others: Monographs on Therapy, 
4:43 (April) 1959. « 4. Montero, A.C.; Rochelle, J.B., III, and Ford, 
R.V.: To be published. « 5. Rochelle J.B., I11; Montero, A.C., and 
Ford, R.V.: To be published. * 6. Montero, A.C.; Rochelle, J.B., III, 
and Ford, R.V.: To be published. « 7. Dofermyer, L.R.; Byrd, C.W., 
and Lilly, W.H.: North Carolina M.J. 79:430 (Oct.) 1958. 
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ihe decorative jar makes a therapeutic difference 


The FILIBON jar is a handsome and handy reminder for everyday prenatal nutri- 
tional support. You can be sure she will be reminded of her FILIBON-a-day.. 
and that the up-to-the-minute formula covers nutritional defenses throughout 
pregnancy. 


FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily 
upset patients. Each small, dry-filled capsule also includes vitamin K and 
AUTRINIC® Intrinsic Factor Concentrate that enhances, never inhibits, Biz 
absorption. For complete formula see Physicians’ Desk Reference, page 688. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. CZederts) 


FILIBON 


FILIBON® Prenatal Capsules Lederle 


| 
| 
& | 
| 


Sanborn achievement 


the completely new, 2-speed 
SANBORN Model 100 VISO-CARDIETTE 


Here is an electrocardiograph in which no detail has been overlooked 
to give you diagnostically accurate information ...the greatest 
possible operating convenience ...and modern, functional attractiveness. 
With thirty-five years of experience, this is the finest electrocardiograph 
Sanborn Company has ever produced. Priced at eight hundred fifty 
dollars, delivered continental U.S. A. 


SAN BORWNM™N COMPANY 
MEDICAL DIVISION + 175 Wyman St., Waltham 54, Mass. 
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there’s no juice 


like citrus juice 


| Asa high-potency source of vitamin C, 
4 citrus juice—fresh, frozen, or canned—is 


unmatched for convenience and economy. 
The table below shows amounts’ of other 
fruit juices required to supply the 100 


mg.* of vitamin C in one glass (7-9 fl. oz.) 
of citrus juice. 


apple 50 glasses 

grape 9 glasses 
pineapple 3-4 glasses ti 
prune 50 glasses Wiig 


+Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 


ORANGES F oO 


GRAPEFRUIT 
TANGERINES 


*This is the peak of the 

Recommended Daily 

tee. Allowances for adolescence 

f or pregnancy; 150 mg. dur- 

‘ts ing lactation; 70-75 mg. for 
normal adults. 


_ FLORIDA CITRUS COMMISSION - Lakeland, Florida 
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carboxymethylcellulose with peristaltic stimu 
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BOG BETTER RESULTS 
e produces natural, soft, well-formed stook Bmore 
e lubricating, non-irritating bulk, are 
low-in-sodium. ools 
e greater hydrophilic capacity ... vdiu 
gelling takes place in the intestine, 
not in the stomach. 
e mild peristaltic stimulation assures 
predictable results. 


MORE FLEXIBLE 


e granular powder form allows infinite ¢ 
variation for the full range of constipat 
occasional to obstinate... from childhood 


geriatric. 


mo! 


EFFERVESCENT 


e casy-to-take... really tastes good, 
lemon-flavored. 


DN" 


CONTENTS: 

Each 7 Gm. white granular powder (app 
mately 1 rounded teaspoonful) provides: 
Sodium Carboxymethylcellulose 
Di(acety lhydroxypheny]) isatin 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


CLEAR, PLEASING, DELIGHTFULLY REFRESHI¥F 


ak 
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ANEW 
LK LAXATIVES 


atiogrom occasional to 


hoop geriatric 


syllium with a mild peristaltic stimula 


ts | BETTER RESULTS 

ore soft, lubricating bulk and milder peristal- 
ic stimulation combine to produce soft, formed 
ools. 

dium-free, non-irritating. 


stool 


MORE FLEXIBLE 


ranular powder form allows infinite i 
ariation for the full a of constipation . 
-casional to obstinate... from childhood to 
eriatric. 


inite d 
\stipat 


EFFERVESCENT 


asy-to-take... really tastes good, 
mon-flavored. 


T 
DNTENTS: 
h 7 Gm. pink granular powder (approxi- 
ely 1 rounded teaspoonful) provides: 
hum hydrocolloid 3 Gm. 
— he highly purified hemicellulose of 


. he husk of the psyllium seed. (Plan- 
ides: ovata, Forsk) 
acetylhydroxypheny])isatin ........ 3 mg. 


SAGE - BOTH EFFERGEL AND EFFERSYL: 


wits: initially, | rounded teaspoonful in a glass of 
er, morning and night. Dosage may be increased 
decreased to suit needs. 


dren 3 years and over: initially, 1 level teaspoon- 
in one-half glass of water upon retiring. Subse- 
nt dosage to be adjusted according to results. 


A Ny Btlability: 4-ounce and 9-ounce bottles at all 
rmacies. 


NIA 
ite for generous tasting samples. 


HIWFFERVESCENT DRINK ...TASTES LEMON-SODA 
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eradicate bacterial infection 


prevent monilial superinfection 


COSA—natural potentiation with glucosamine for peak 
antibiotic serum levels 


TETRACYCLINE—antibiotic activity against the broad range 
of susceptible organisms 


NYSTATIN—antifungal protection against 
monilial superinfection 


COSA-TETRASTATIN 
glucosamine-potentiated tetracycline with nystatin 


capsules 
"a 250 mg. glucosamine-potentiated tetracycline 
(Cosa-Tetracyn®) plus 250,000 u. nystatin 


oral suspension 

orange-pineapple flavored, 2 oz. bottle, each teaspoonful 
(5 ec.) contains 125 mg. glucosamine-potentiated 
tetracycline (Cosa-Tetracyn®) plus 125,000 u. nystatin 


( Pfizer Science for the world’s well-being 


Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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Why G.I. patients abandon therapy 


Bandes reports that G.I. patients 
often abandon therapy because of the 
unpleasant side effects of the 
prescribed drugs—blurred vision, 
dry mouth and loginess. 


In a clinical trial of such patients who 
had abandoned other therapy, 

90% had gratifying relief of symptoms, 
and 85% were free of any side 


effects on Milpath 


®Miltown + anticholinergic 


Direct antispasmodic action, plus control of anxiety 
and tension, provide rapid, safe relief of pain, 
spasm and anxiety—without the side effects of 
belladonna, bromides or barbiturates. ~~ New. 


DOSAGE 
i 
FORMULA: Each scored tablet contains: 1 Now 4 /200 : 
meprobamate 400 mg., tridihexethy] chloride 25 mg. "ed ning 
(formerly supplied as the iodide). don 


DOSAGE: 1 tablet t.i.d., with meals, andtwo at bedtime. 0 iaitCtenem™” 


1. Bandes, J.: Combined Drug Therapy in Gastrointestinal Disturbances; Increased 
benefit through diminished side reactions, Am. J. Gastroenterology, 30:600, Dec. 1958. 


WALLACE LABORATORIES New Brunswick, N. J. 


(Prednisolone tertiory-butylacetate, Merck) 


for relief that lasts —longer 


-ambulation— 
relieves pain 


Duration of relief 
exceeds that 
provided by any 
other steroid 
ester 


(6 days—37.5 mg.) 


HYDELTRA-T.B.A. 
(13.2 days—20 mg.) 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology 

Supplied: Suspension “HyDeLTRa’- 
T.8.a.—-20 mg./cc. of predmiso- 
lone tertiary-butylacetate, in 


5-ce vials. 


MERCK SHARP & DOHME 
DIVISION OF MERCK &CO.,INC. 
PHILADELPHIA PA. 
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Mid and persuasive as a lullaby, 
nonbarbiturate Placidyl gently lulls your 
patients into refreshing slumber. 

Brief and effective. 

Prescribe it this week and see. 


Placidyl* nudges your patient to sleep 


(Ethchlorvynol, Abbott) 


- > jae 


and the evidence mounts 


“Blood pressure in the hypertensive patient was low 
ered gently and not as precipitously as with reserpine.”’ 


“In our total experience with this drug (deserpidine) 
no significant side effects were observed requiring dis 


continuation of the medication.’”? 


“We found deserpidine to be a drug of low toxicity an 
well-tolerated by practically all of our patients.’’* 
“While the results were qualitatively similar to thos 
with reserpine in similar dosage ranges, side-effects 
were much less frequent, very mild, and none severe 
enough to interrupt treatment.’’ 

“. . In contrast to our experience with reserpine, we 
found a greater degree of safety with deserpidine and 
relatively lower toxicity. Also, it was better tolerated 

by our patients.’”® 

“Side effects were notably absent in patients treated 


with Harmonyl.’’ 
side reactions appear to be Jess annoying and 
somewhat less frequent.” (with deserpidine).’ 


“ .. R canescens (base of Harmony]) tended to have 
fewer and less severe side effects. In particular it 
seemed to have less sedative effect than R. serpentina.’’* 


1. Frohman, |. P., Tranquilizers in General Practice and Clinical Evaluation 
of Deserpidine, an Alkaloid of Rauwolfia canescens, M. Ann. District of 
Columbia, 27:641, December, 1958. 

2. Rawls, W. B., et al., Clinical Experience with Deserpidine in the Manage- 
ment of Hypertension and Anxiety Neurosis, New York J. Med. (in press). 
3. Billow, B. W., et al., The Use of a New Rauwolfia Derivative, Deserpidine, 


for your next working hypertensive 


© 1959, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 906048 
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7. Moyer, J. H., et al., Deserpidine (Canescine) for the Treatment of Hyper- 
tension, South. M. J., 50:499, April, 1957. 
8. Achor, R. W., and Hanson, N. O., Hypertension Treated with Rauwolfia 
/ H canescens. A Comparison with Rauwolfia serpentina, New England J. Med., 
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After more than five years’ clinical experience, it has 
been concluded: “In my opinion, Warfarin sodium 
[COUMADIN] is the best anticoagulant available today.’ 


COUMADIN CONSISTENTLY PROVIDES 


rapid and sustained effect with low dosage - high 
predictability - ease of control for long periods + low 
incidence of “escape” + equal effectiveness by oral or 
parenteral routes + reduced need for frequent pro- 
thrombin time determinations after initial dosage 
adjustment - ready reversibility with vitamin K, 


Complete Information and Reprints on Request 


ENDO LABORATORIES 
Richmond Hill 18, New York 


June 1959 


TABLETS 

For oral administration—2 mg., 
lavender, scored; 5 mg., peach, 
scored; 10 mg., white, scored; 25 
mg., red, scored. 


INJECTION 

For parenteral administration — 
Single Injection Units, consist- 
ing of one vial, 75 mg., and one 
3-cc. ampul Water for Injection. 


AVERAGE DOSE 

Initial, 50 mg. Maintenance, 5-10 
mg. daily, as indicated by pro- 
thrombin time determinations. 
CouMaDIN (warfarin) Sodium— 
manufactured under license from 
the Wisconsin Alumni Research 
Foundation — developed for clinical 
use by Endo. 

References: 1. Baer, S., et al.: 
J.A.M.A. 167:704, 1958. 2. Link, K. 
P.: Circulation 19:97,1959. 3.Meyer, 
O. O.: Postgrad. Med. 24:110, 1958. 
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accepted. as the 
MYOCARDIAL INFARCTION AND OTHER THROMBOEMBOLIC DISORDERS 


In peptic ulcer, 


five aids to comprehensive management 


with 1 preparation 


Added to the therapeutic regimen, ALUDROx SA simplifies your 
comprehensive management of the peptic-ulcer patient. With 
ALuprox SA you can relieve the patient’s pain, reduce his acid secre- 
tion, inhibit gastric motility, calm his emotional distress, and promote 
healing of his ulcer. 


Ambutonium, an important new anticholinergic of demonstrated 
usefulness, is incorporated in ALUDROXx SA to provide potent anti- 
secretory and antimotility effects without significant side-reactions. 


anticholinergic antacid « sedative anticonstipant pepsin-inhibitor 


ALUDROX 


Suspension and Tablets. Aluminum Hydroxide Gel with Magnesium Hydroxide, 
Ambutonium Bromide, and Butabarbital, Wyeth. 


® 
Philadelphia 1, Pa 
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Exceptionally high potency...4 to€ 
times that of probenecid’ ...is the 
outstanding characteristic o 


recommended. Detailed Information On Request ; 
+YU, T. Fs Burns, J. J., and Gutman, A. B. Arth. & Rheumat. 1 
“ GEIGY). ‘Scored ti is of 


i 
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RUSSEK: Pern is “.. . 
the most effective drug 
currently available for 
prolonged prophylactic 
treatment of angina pec- 
toris.”! Prevents some 


- 80% of anginal attacks. 


- RUSSEK: “I favor [as 
the tranquilizer for the anx- 
ious cardiac] . . . because 
there is an absence of side- 
effects with this drug, and 
also because in cardiacs who 
e: are troubled with ectopic 
beats, ATARAX has a quini-. 
dine-like action.”"* 


(PETN + ATARAX) 


Dosage: Begin with 1 to 2 yellow carTRAXx “10” tab- 
lets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased by 
switching to pink CaRTRAX “20” tablets (20 mg. PETN 
plus 10 mg. ATARAX). 


For convenience, write “CARTRAX 10” or “CARTRAX 20.” 


TRADEMARK 


Supplied: In bottles of 100. 


References: 1. Russek, H. I.: Postgrad. Med. 19:562 (June) 
1956. 2. Russek, : Presented at the Symposium on the 


H. I. 
Management of "Cardiovascular Problems of the Aged, 


af 


County Medical Association, Miami Beach, April 12, 1958. 


New York 17,N. Y. 
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( Advertisement) 


Tetracycline Phosphate Complex (TETREX® ) 


U.S. PAT. NO. 2,791,609 


in the Therapy of GONORRHEA in the Male 


It is be: oming apparent that acute gonorrhea can no 
longer be considered an easily and rapidly cured 
infection. Recent papers report treatment failure rates 
of from 17 to 30 per cent in the female’ and 20 per 
cent in the male.” Culture and sensitivity studies indi- 
cate that penicillin-resistant strains of gonococcus 
(Neisseria gonorrhoeae) have emerged':*:*— a seri- 
ous and significant development, especially consider- 
ing that nearly one million new cases of gonorrhea 
are reported in the United States each year. Of these 
new cases, about 20 per cent occur in young people 
aged 15 to 19.4 


Treatment Failures with Penicillin 
The increasing rate of therapeutic failure with peni- 
cillin appears to be related to the relatively low blood 
levels achieved with the usual dose of the drug. In 
spite of increasing doses of penicillin, difficulty may 
be encountered in raising the blood penicillin level 
high enough to cure the infection. Cradock-Watson, 
Shooter, and Nicol* reported 38 resistant strains of 
N. gonorrhoeae in a series of 200 patients; these 38 
patients had a relapse rate of 34 per cent. One may 
question whether the failure in treatment is not in 
fact a reinfection rather than a relapse. Perhaps 
reinfection does occur in a few cases, but reinfection 
cannot explain failure rates as high as 20 per cent in 
patients under close observation.” Nor can it explain 
the fact that Epstein* was able to demonstrate gono- 
coccus in the urethral discharge of patients on a daily 
dose of penicillin “several times as great asthe amount 
needed for effective prophylaxis of gonorrhea.” 

The tetracyclines are active against gonorrhea, 
including most of the cases in which penicillin has 


TABLE I 
Tetracycline Phosphate Complex in the 
Treatment of Gonorrhea in the Male 


Total No. Patients Results 


0.75 250 mg., 
three 20 16 4 80 
times daily 

1.00 250 mg., 36 32 4 88 
four 
times daily 

1.50 500 mg., 18 18 0 100 
three 


times daily 


(Table adapted from Marmell and Prigot®) 


June 1959 


failed; e.g., 19 of 21 such cases reported by Epstein.” 
Marmell and Prigot® have reported results of treat- 
ment of 74 male patients with V. gonorrhoeae infec- 
tions, using different dosage schedules of oral 
TETREX. (See Table I.) 

The cure rate of 100 per cent these authors 
obtained with one day’s therapy of six capsules is 
very encouraging. It seems clear that tetracycline is 
effective therapy for acute gonorrhea. 

In the low oral dosages required, TETREX therapy 
is both convenient and economical. TETREX has the 
further advantage of being virtually non-sensitizing 
and extremely well tolerated. The total dosage of 
TETREX required in treating gonorrhea is so low as to 
virtually eliminate the possibility of staphylococcal or 
monilial overgrowth. Penicillin, on the other hand, 
has the disadvantage of causing many minor and 
some serious sensitivity reactions. Welch et al.° noted 
that the most serious reaction to penicillin was ana- 
phylactic shock, with a fatality rate of about 9 per 
cent. Smith’ has estimated that about 10 per cent of 
the population of the United States is already sensi- 
tive to penicillin: in fact, penicillin reactions are the 
leading cause of anaphylactoid death in the United 
States today. 

Willcox, in a recent paper,’ stated that failure to 
control gonorrhea with penicillin has been reported 
in North America, Australia, and the continent of 
Europe as well as Great Britain and the Far East. 
This is due to the emergence of penicillin-resistant 
strains of gonococci, and the incidence of such strains 
can only be expected to increase all over the world. 
Admittedly, proper control of venereal disease 
involves much more than the administration of an 
effective drug in adequate dosage by the physician, 
since the problem is so interwoven into the entire 
fabric of interrelations between the individual, the 
family, and the community. 


References: 1. Willcox, R. R.: Gonorrhoea in the female: A fail- 
ure of control. Practitioner 182:328 (March) 1959. 2. Epstein, E.: 
Failure of penicillin in treatment of acute gonorrhea in American 
troops in Korea. J.A.M.A. 169:1055 (March 7) 1959. 3. Cradock- 
Watson, J. E., Shooter, R. A., and Nicol, T. D.: Sensitivity of strains 
of gonococci to penicillin, sulphathiazole, and streptomycin. Brit. 
M. J. 1:1091 (May 10) 1958. 4. Gelperin, A.: The continuing prob- 
lem of gonorrhea among the teen-age group. GP 17:93 (April) 1958. 
5. Marmell, M., and Prigot, A.: Tetracycline phosphate complex in 
the treatment of acute gonococcal urethritis in men. Antibiotic Med. 
& Clin. Ther. 6:108 (Feb.) 1959. 6. Welch, H.; Lewis, C. H.; 
Weinstein, H. I., and Boeckman, B. B.: Severe reactions to anti- 
bioties. A nationwide survey. Antibiotic Med. & Clin. Ther. 4:800 
(Dec.) 1957. 7. Smith, L.: To prevent penicillin reactions. GP 18:89 
(Nov.) 1958. 
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management 


of constipation 


DORB 


(1,8- 


WHERE STOOL SOFTENING IS. ALSO INDICATED 


DORBANTYL FORTE 


(Dorbane, 50 me. + diocty! 100 


DORBANTYL 


| 
‘ 
Available in 75 mg. scored tablets and suspension. 
= 
tions proved optimal by clinical trial in over 550 cases. 


TRODUCING 


“ distinct advance in 
parenteral chloramphenicol therapy”” 


you can give it intravenously 
| 


| 


Highly soluble in water or other aqueous parenteral fluids, CHLOROMYCETIN SUCCINATE solution 
ee is easily prepared for use by recommended parenteral routes in a wide range of concentrations. Tis- 
sue reaction at the site of injection is minimal, permitting continuous daily dosage, even in children. 
EXCELLENT CLINICAL RESULTS—CHLOROMYCETIN SUCCINATE provides broad-spectrum antimicrobial 
effectiveness and may be used whenever CHLOROMYCETIN is indicated. Since effective blood and 
tissue concentrations of the antibiotic are produced within a short time, clinical response is gener- 
ally rapid. Signs of irritation at injection sites have been few. 

SUPPLY —CHLOROMYCETIN SUCCINATE (chloramphenicol sodium succinate, Parke-Davis) is sup- 
plied in Steri-Vials," each containing the equivalent of 1 Gm. of chloramphenicol; packages of 10. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 


mittent therapy. 
*Ross, S.; Puig, J. R., & Zaremba, E. A., in Welch, H., & Marti-Ibaiiez, FE: Antibiotics Annual 1957-1958, New York, Medical Ency- 


clopedia, Inc., 1958, p. 817. 
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.ANVIting POllenosis Tre control of allergic symptoms 


isa very important problem for your hay fever patient. But now, you can prescribe 
rapid, thorough relief with PoLARAMINE — the closest to a perfect antihistamine. 
With PoLaraMINE your hay fever patient can reap the benefits of advanced 
antihistamine therapy without having to pay the penalty in side effects exacted 
by earlier antihistamines. Because of its greater therapeutic effectiveness, 
PoLARAMINE affords unexcelled antihistaminic protection at lower dosages than 
other antihistamines ...and annoying side effects are virtually eliminated. 
PoOLARAMINE REPETABS permit patients daylong or nightlong relief 

from allergic symptoms with a single medication. 


Supplied: PoLARAMINE REPETABS,® 6 mg., bottles of 100 and 1000. / Tablets, 2 mg., 
bottles of 100 and 1000. / Syrup, 2 mg. per 5 cc., bottles of 16 oz. 


i the first major antihistamine advance in over a decade... 


ALEATE dextro-chlorpheniramine maleate 


SCHERING CORPORATION ~- Bloomfield, New Jersey 


ONE-DOSE CONVENIENCE 
YOU WANT FOR YOUR PATIENT 


EN-1479-9 
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THE HEART DISEASE PATIENT 
NEEDS RELIEF FROM 


STRESS 


ANXIETY INTENSIFIES the physical dis- 
order in heart disease. “The prognosis 
depends largely on the ability of the phy- 
sician to control the anxiety factor, as well 
as the somatic disease.” 


(Friedlander, H. S.: The role of ataraxics in cardiology. 
Am. J. Cardiol. 1:395, March 1958.) 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. Also available as MEPROSPAN* (200 mg. 
meprobamate continuous release capsules). In com- 
bination with a nitrate, for angina pectoris: 
MILTRATE* (Miltown 200 mg. + PETN 10 mg. ). 


cm-6275 


‘TRANQUILIZATION WITH MILTOWN en- 
hances recovery from acute cardiac epi- 
sodes and makes patients more amenable 
to necessary limitations of activities. 

(Waldman, S. and Pelner, L.: Management of anxiety 


associated with heart disease. Am. Pract. & Digest Treat. 
8:1075, July 1957.) 


Miltown causes no adverse eflects on 
heart rate, blood pressure, respira- 
tion or other autonomic functions. 


WALLACE LABORATORIES, New Brunswick,N. J. 
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prepared by the 


J. K. LASSER INSTITUTE 


for 
Postgraduate 


A monthly service dealing with the basic problems Medicine 
of increasing your net income and building personal 
capital . . . in the face of today’s high tax structure 


JUNE 1959 


How To Beat Inflation - The First National City Bank re- 
cently pointed out that ''there is no lack of evidence that fears of 
continued inflation have been influencing people's investment de- 
cisions.'' Does investment in common stocks furnish an inflation 
hedge ? 

A quick glance at statistics would indicate so - but statistics 
can be misleading. Over the last decade, the dollar lost 16. 7% 
in terms of purchasing power. During the same period of time, 
composite common stock averages have shown marked rises in 
value running from 116.9% for stocks of New York City banks to 
290% for industrial common stocks. Even in terms of 1948 cur- 
rency value, increase in stock values has more than offset loss in 
purchasing power of the dollar. Thus, in terms of the 1948 dollar, 
stocks of New York City banks still have increased in value by 
80. 7% and industrial common stocks by 224. 9%. 

Such statistics do not tell the entire story though. They 
assume that the investor had no reason to realize on his invest- 
ment so he retained his common stockholdings intact. However, 
if an investor due to financial need was required to convert invest- 
ment into cash, he might have suffered financial loss depending 
upon when he realized on investment. Over the last 10 years, 
stock prices have shown marked declines in two distinct periods. 
During each of those periods, while stock prices were going down 
substantially, consumer prices continued to rise. In one instance 
while stock prices declined generally by 24%, consumer prices 
rose 29%. Even after the decline halted, it took almost four years 
before stock prices returned to the same level reached before the 
start of the decline. 

Common stock investment does promise a hedge against con- 
tinued inflation, but selection is of paramount importance. 


$700 Investment Grows To $10, 240 In 10 Years - You could 
have purchased 100 shares of a growing food store chain in 1949 
for $700. Through stock dividends, your original 100 shares now 
would have grown to 256. Your $700 investment would now be 
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worth $10,240. Based on recent price, the chain store stock gave 
a cash yield of only 2.5%. However, on his investment made in 
1949 and kept intact, an investor is getting a return of $256 or 
36.5% on his original investment. 

This company is often cited as an example of how stock in- 
vestment can increase not only an investor's wealth but also in- 
come return. However, it is doubtful that a more favorable ex- 
ample could be cited to show capital growth and increased current 
return from investment. A leading investment counselor makes 
a more realistic comparison which also takes into account impact 
of taxes. He assumed that a married investor with taxable income 
of $20, 000 a year made an investment in Dow-Jones industrial 
stocks at an average composite price of 135 back in 1940. 

In 1950, the investor was getting current dividends of $7.55 
on his investment. That compared with the $6.55 he received on 
investment back in 1940. So dividend return showed an increase 
of one full dollar after taxes and inflation. However, value of his 
investment measured in terms of 1940 dollars had actually de- 
creased to 126. Due to inflation, his investment had actually lost 
value over a period of 10 years. 

What were the figures for the end of 1958? After-tax return 
based on 1940 dollars was $7.12. That return was still greater 


_ than the $6.55 of 1940, but it was 43¢ less than the return of 1950. 


Over an 18-year period, value of his investment had climbed from 
135 to 247 in terms of a 1940 dollar. Thus, while his investment 
had substantially increased as a result of capital appreciation, 
over an 18-year period, investment return - after taxes and infla- 
tion - had shown very little in the way of increase. 


* eK 


Selectivity On Stock Investment - may allow you to offset 
combined inroads of taxes and inflation. Picking the right stocks 
at the right time is not a simple matter. For instance, at the end 
of 1958 more than one third of all the common stocks listed on the 
New York Stock Exchange were selling below their highs of 1946, 
12 years earlier. Those are the results even though the most 
popular stock market index is at an all-time high. 

While there is no guarantee, past market history indicates 
that you'll raise the chances of capital appreciation on investment 
and increasing return if you follow this practice. Concentrate a 
large part of investment in (1) earnings retention companies, 

(2) stock dividend companies, and (3) natural resources companies. 


How Earnings Retention May Increase Investment Values - 


An earnings retention company is one which pays out a reduced 
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amount of current earnings as dividends, uses the retained earn- 
ings for corporate business expansion. The investor foregoes 
something in the way of current return, but that may be a small 
current sacrifice for the professional man. On top of earned in- 
come, he may keep little of high dividends after taxes. 

A stock dividend company is an earnings retention company 
with a tax twist. From time to time, retained earnings are capi- 
talized in the form of stock dividends distributed to stockholders. 
On receipt of the stock dividend, the investor owes no tax. If in 
any year, he needs extra income over and above that given by re- 
duced cash dividends, he can sell his stock dividend for tax-fa- 
vored capital gain return. 

A leading brokerage house checked through 1955 results of 
a portfolio consisting of earnings retention companies favored 
back in 1940. A $10,000 investment in such portfolio back in 1940 
would have grown sevenfold over 15 years. Even though one of the 
ten stocks in the portfolio showed a tremendous loss in value, this 
loss was more than offset by performances of the other companies. 
Back in 1940, the earnings retention company portfolio gave a 
yield of only 3..6% - or $360 in dividends. Based on market value 
at the end of 1955, the portfolio gave a yield of only 2.1% - or 
$1,540 in dividends. However, those same dividends gave a yield 
of 15. 4% on original $10, 000 investment. 


Investment Value Of Natural Resources Companies - may 
be concealed by accounting practices. Consider oil production 
companies which generally use tax earnings in reporting current 
profit picture. They are permitted certain deductions (e.g., per- 
centage depletion) unusual to their industry which reduce taxable 
income but not cashincome. Recently, one oil company reported 
negligible earnings when cash flow was running $7.18 per share; 
another company reported earnings of $1.89 when cash flow was 
running $15.00 a share. 
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Estate Planning Steps During Life - are necessary if you 
wish to leave maximum amount of your property to your family 
after death. The average professional man doesn't realize how 
much his estate will shrink as a result of probate expenses and 
death taxes without such planning. For instance, it has been es- 
timated that a net estate of $50, 000 before exemptions and probate 
costs will shrink 8.6% after payment of death expenses. 

For the more successful individual leaving a greater estate, 
estate shrinkage will be proportionately higher. Here are aver- 
age figures for larger net estates. Ona net estate of $100, 000, 


he 


estate shrinkage runs 11.5%; $200, 000 net estate, 21. 7%; 
$400, 000 net estate, 28.5%; and $500, 000 net estate, more than 
30%. When a net estate hits the $1-million mark, in excess of 

one third of the estate will be consumed by probate expenses and 
death taxes unless positive steps are taken during life. 


Have Your Will Reviewed Periodically - making any changes 
necessary to reflect current family status and current law. An 
estate in excess of $60, 000 left by a married individual may be 
subject to Federal estate tax. However, if the will of such indi- 
vidual provides for the maximum marital deduction, no estate tax 
will be due until net estate exceeds $120,000. You are entitled to 
a marital deduction - to reduce your taxable estate up to 50% - for 
property left to surviving spouse either outright or in a marital 
deduction trust. A marital deduction trust generally is one which 
gives spouse either unlimited right to invade trust property during 
life or to will such trust property on death. If you decide to will 
property to your spouse using a marital deduction trust, make 
certain that the trust qualifies. 

One husband left property to wife in trust giving her what 
appeared to be an unlimited right to invade trust property for her 
maintenance and comfort. Under probate laws of some states, 
this trust appeared to qualify for the marital deduction. However 
under the law of decedent's state at the time his will was probated, 
the surviving spouse's right to invade trust property was inter- 
preted as being somewhat limited. As aresult, marital deduction 
was lost and additional estate tax needlessly incurred. 


Estate Planning Is A Personal Matter - Generally, a hus- 
band will be able to leave more to his family by willing at least 
50% of his property to his wife so his estate gets maximum mari- 
tal deduction. However, where a wife has separate property, hus- 
band may find that there is an over-all family saving by leaving 
more of his estate to children even though that may mean loss of 
marital deduction on his death. 

One husband left his property to his wife so as to qualify for 
the maximum marital deduction. There was estate tax saving on 
his death as a result. However, on his wife's death shortly there- 
after, her taxable estate was lifted into higher brackets as a re- 
sult of marital deduction property left to her by her husband. 
Added estate taxes on wife's death greatly exceeded estate tax 
savings on husband's death. Total estate taxes due on death of 
both husband and wife were greatly increased. Since both husband 
and wife had separate property ample for individual needs regard- 
less of who died first, estate taxes would have been minimized if 
each left the bulk of separate estates to children. 


Now available at cost — $1.50 — 3-ring loose-leaf binder to hold 24 monthly Lasser reports. Made of 
blue simulated morocco grain leather; non-soil finish with embossed cushion edge. Send check with 
name and address to POSTGRADUATE MEDICINE, Essex Building, Minneapolis 3, Minnesota. 
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you need the protection of TRUE SECURITY 


Since you are probably self-employed, you can’t look 
forward to provided-for retirement benefits as do men 
in other careers. You must provide for yourself. In this, 
as in so many financial areas, your profession presents 
difficulties which require special solutions on your part. 

A wise way to cope with your particular financial 
problems is to discuss them with your Mutual Benefit 
Life man. Let him develop a comprehensive, individual 
plan for your TRUE SECURITY —a plan which takes 
into account all the unusual financial aspects of your 
career. His thorough understanding of your needs, 
both now and to come, is the result of Mutual Benefit 
Life’s 114 years of service to the medical professions. 

Get in touch with your Mutual Benefit Life man 
soon. With no obligation to you he will provide an 
economical plan to give you and your family the 
unique benefits of TRUE SECURITY, starting now! 


MUTUAL BENEFIT 


MUTUAL BENEFIT LIFE’S 
FINANCIAL PLANNING FOR 
YOU AND YOUR FAMILY 


Send this coupon for your free copy of an analysis 
of the medical profession's financial problems and 
their solution. This is not only an insurance booklet 
but an overall handbook showing how you can keep 

y more of your earnings. The use of this coupon does 
not obligate you in any way. 


THE i BENEFIT LIFE INSURANCE COMPANY 
AGENCY DEPT. PG-4 
NEWARK 1, NEW JERSEY 
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Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYORODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


( HYDROCHLOROTHIAZIDE ) 


Add or adjust other agents as required: HyorRoDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HyDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician 1s available on request 


HYDRODIURIL is a trademark of Merck & Co, Inc. Trademarks outside the U. S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


MQ) MERCK SHARP & DOHME, Dwision of Merck & Co., Inc., Philadelphia 1, Pa. 
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Victim of 
Overeating and 


A ‘STRASIONIC’ RELEASE ANORETIC RESIN 


® 10-14 Hour Appetite Curb 
® 10-14 Hour Mild Invigoration 


® Predictable Weight Loss... 


a comfortable 1 to 3 Ibs. a week in 9 out of 10 cases 


In many instances both appetite limitation and miid 
invigoration (‘Biphetamine’) are required to effect the 
balance between caloric intake and energy output 
necessary for predictable weight reduction and con- 
trol. Since ‘Strasionic’ release is employed, the desired 
“laa BALANCE therapeutic action is uniform, predictable and com- 
fortable. 

Biphetamine may be prescribed for obese patients 
who are hypertensive, arthritic, diabetic, pregnant, 
menopausal, aged; and to reduce surgical risks. Use 
with initial care in patients hypersensitive to sympa- 
thomimetic compounds, in cases of coronary disease 
or severe hypertension. 


® Single Capsule Daily Dose 10 to 14 hours before retiring 


STRENGTHS 


List No. 875 List No. 878 List No. 895 
BIPHETAMINE® BIPHETAMINE® BIPHETAMINE® 
Resin Resin Resin 
Each black capsule contains: Each black and white capsule contains: Each white capsule contains: 
d-amphetamine ...... 10 mg. d-amphetamine ......6.25 mg. d-amphetamine __. 3.75 mg. 
di-amphetamine ...... 10 mg. dl-amphetamine _.... 6.25 mg. dl-amphetamine .. 3.75 mg. 
as resin complexes as resin complexes as resin complexes 4 


Rx Only. Caution: Federal law prohibits dispensing without prescription. 


Sraasensuacn Lasoraroris 
ROCHESTER, 


N.Y.,U.S.A. 
Originators of ‘Strasionic’ (sustained ionic) Release 
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Victim 
of Overeating .-% 


Non-Amphetamine 


A ‘STRASIONIC' ANORETIC RESIN 


10-14 Hour Appetite Curb 


Predictable Weight Loss... 
a comfortable .221 Ibs. per day in average case 


In many instances, appetite limitation only (‘lonamin’) 
is required to effect the balance between caloric intake 
and energy output necessary for predictable weight 


reduction and control. Since ‘Strasionic’ release is 

BALANCE employed, the desired therapeutic action is uniform, 
predictable and comfortable. 

lonamin may be prescribed for obese patients who 

are arthritic, diabetic, pregnant, menopausal, aged, to 

reduce surgical risks, and may be used with caution in 


hypertensive or cardiovascular disease. 


Single Capsule Daily Dose 10 to 14 hours before retiring 


(2) STRENGTHS Rx Only. 
Caution: Federal law prohibits 
dispensing without prescription. 
Cist No. 904 List No. 903 
IONAMIN” IONAMIN™ 
‘Bo’ ‘15’ 
Each yellow capsule contains: i Each grey and yellow capsule contains: 
phenyl-tert.-butylamine .. 30 mg. phenyl-tert.-butylamine .. 15 mg. 
as a resin complex as a resin complex 
Srrasensurcn ~ LABORATORIES 


Originators of quae (sustained ionic) Release 
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in skeletal-muscle disabilities... 


... specific central action 


mind and muscle 


for whole-patient response in spastidi 


Of all muscle relaxants in current use, only meprp. 
bamate is supported by hundreds of clinica! studi« 
that demonstrate relaxing action on both brain an 
skeletal musculature. This is why EQUANIL stand 
as the obvious choice of many physicians concerned 
with whole-patient response. EQUANIL reduces mus 
cular spasm and tension, aids in the restoration ¢ 


mobility, speeds rehabilitation, lessens the emo 


tional overlay.'’* Its margin of safety is shared by} 


few agents in medical practice. 


1. Mitchell, E.H.: M. Ann. District of Columbia 27:1Mfing 
(April) 1958. 2. Cooper, C.D., and Epstein, J.H.: Am. Jf 


M. Sc. 235:448 (April) 1958. 3. Vazuka, F.A.: Neurolog ® 
8:446 (June) 1958. 4. Cobey, M.C.: Am. Surgeon 24:35 
(April) 1958. 5, 6. Wein, A.B.: M. Ann. District of Colur: pla 
bia 27:346 (July) 1958; Clin. Med. 6:44 (Jan.) 1959. fn 
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indications—spasm 
sion secondary to: 

strains, contractures 

Am. J 


urolog 


sitis, myositis 


back syndrome 
24:38 
- injury 
59, en shoulder 


fical-rib syndrome 
iated intervertebral disk 
eck 

matoid arthritis 
bmatoid or traumatic 


pondylitis ... Specific muscular action 


fain neuromuscular 
psorders 


jelphia 1 


é 
aN 
Spastidity, psychic tension aN 
Mepry.- 
Studies 
| 
ain a 
nd 
Stands 
es mus | oN 
ition 4 
e emo- 
rec } 
« j 
$f 
| 
| 
= nN 


brand of nitroturantoin . 
a 
a 
in each patient: 2 million reasons for using FURADANTIN first 


yelonephritis 


“the most important concept is that it is a tubular disease” 


e amost important 
characteristic: 
effective at the 
tubular level 


In addition to simple glomerular filtration, 
FURADANTIN is actively excreted by the cells of the tubules. 


In the medical management of pyelonephritis, it is important to select an agent such 
as FurapantTIn which—in addition to its glomerular filtration—is secreted by the 
cells of the tubules. Sulfonamides, however, both free and acetylated, are excreted 
primarily by glomerular filtration? and “the mechanism of excretion of tetracycline 
is solely a glomerular filtration process without tubular involuement.”* 

Tubular excretion—a significant and singular characteristic of Furapantin—is but 
one reason why “the protracted administration of nitrofurantoin [FuRapANTEN] to 
patients with ineradicable urinary tract infection, particularly chronic pyeloneph- 
ritis without demonstrable obstruction, may usefully complement the medical 
management of this difficult problem.”* 

Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 

References: 1. Smith, I. M., and Lenyo, L.: Am. Practitioner 2:78, 1958. 2. Bass, A. D.: Chemo- 
therapy of Bacterial Infections II: Sulfonamides, in Drill, V. A., ed.: Pharmacology in Medicine, 


New York, McGraw-Hill Book Co., Inc., 1954. 3. Pindell, M. H., et al.: J. Pharm. Exp. Ther. 
122:61A, 1958. 4. Jawetz, E., et al: A.M.A. Arch. Int. M. 100:549, 1957. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 


The results of administering Delalutin before the 12th week of gestation to 82 women 
with habitual abortion were reported recently by Reifenstein.’ Every patient had 
experienced at least three consecutive abortions immediately preceding the 

treated pregnancy. More than 68% of these women were delivered successfully 

and uneventfully following Delalutin therapy. 


Boschann,? in a study of pregnancies with threatened abortion, found that: 
37% of 73 pregnancies were carried to term without progestational therapy 
64% of 42 pregnancies were salvaged by progesterone 
83% of 73 pregnancies were salvaged by Delalutin 


Eichner,* found that with Delalutin fetal salvage of infants below term weight (1000 to 
2000 gm.) was significantly improved. 
108 (76%) of 142 babies of this birth weight survived without progestational therapy. 
_ 16 (100%) of 16 babies of this birth weight survived with Delalutin therapy. 
A comparison study was made of a group of repeated aborters treated with Delalutin, 
and a group with a similar history treated with bed rest and sedation.* Pregnancy salvage 
with Delalutin was twice that of the control group. Delalutin was found to be “highly 
active’, well-tolerated and long-acting. 
Delalutin offers these advantages over other progestational agents: 
* longer-acting and more sustained therapy 
* more effective in producing and maintaining a completely matured secretory 
endometrium 
no androgenic effect 
more concentrated solution requires injection of less vehicle 
unusually well-tolerated, even in large doses 
requires fewer injections 
low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; post- 
partum after-pains; amenorrhea, primary and secondary ; dysfunctional uterine 
bleeding not associated with genital malignancy; infertility with inadequate 
corpus luteum function; production of secretory endometrium and desquama- 
tion during estrogen therapy; premenstrual tension; dysmenorrhea ; cyclomas- 
topathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and Dosage: Because of its low viscosity,. Delalutin may be 
administered with a small gauge needle (deep intragluteal injection). Complete 
information on administration and dosage is supplied in the package insert. 


Supply: Delalutin is available in vials of 2 and 10 cc., each cc. containing 125 
mg. of hydroxyprogesterone caproate in sesame oil, and benzyl benzoate. 


References: 1. Reifenstein, E. C., Jr.: Annals N. Y. Acad. Sci. 71:762 (July 30) 1958. 2. Boschann, 
H-W.: ihid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. and Gyn. 76:279, 1958. 


SQUIBB «Squibb Quality—-the Priceless Ingredient 


® 
“Delalutir s a Squibb trademark 
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EQUIPMENT 


NO. 1003 
SUCTION and 
PRESSURE UNIT 


@ Suction, 0” to 25” 
@ Pressure, 0 to 30 Ibs. 
Aspirating 
@ Spraying 
@ Nebulizing 


| All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Precision 
gauges and regulator valves insure accurate con- 
trol. Easily-cleaned cabinet is available in hand- 
| some Gomco Lumitone® baked enamel finish. 
Corrosion-resistant fittings are chrome-plated. 
Cabinet provides ample space for all accessories. 
Motor and pump are rubber-mounted for quiet, 
vibration-free operation. 
Phone your dealer for a demonstration of the 
Gomco No. 1003 Suction and Pressure Unit. 


A-180 


Essential Aid to the 
Busy Practitioner ! 


STANDARD EQUIPMENT INCLUDES: 
Gomco Safety Overflow Valve—if suction bottle acci- 
dently becomes flooded, liquid in line automatically 
actuates a valve which closes to protect pump from 
damage. 

ACCESSORIES—Silk-covered spray tube with connec- 
tion for spray bottles, suction tubing and five 2-oz. 
salt-mouth bottles. 


GOMCO SURGICAL MANUFACTURING CORP. 


846-M E. Ferry St., Buffalo 11, N.Y. 


Distributed Outside the U.S. A. and Canada by: INYERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Cremomycin is a trademark of Merek & Co., Inc. 
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NOW=-YOU CAN PRESCRIBE THE UNSURPASSED ADVAN TAGE& 706 


superior antiallergic efficacy NEW 


with new /ow dosage 


+ combines the anti-inflammatory, antiallergic and antihista- 
minic effects of two agents—ARISTOCORT and chlorphenira- 
mine which, separately, have been proved highly effective in 


the treatment of allergy 


* permits greater latitude in adjusting dosage to minimum level 
needed for maintenance, because ARISTOCORT and chlor- 


pheniramine are supplied in the lowest dose tablets available 


for each component alone 


« Supplies ascorbic acid for increased demand in stress conditions 


Indications: Generalized pruritus of allergic origin; hay 
fever, allergic rhinitis, perennial asthma, seasonal and 
perennial rhinitis, vasomotor rhinitis; drug reactions 
and other allergic conditions. 


Dosage: One to eight capsules a day in divided doses. 
Dosages should be established on the basis of individual 
therapeutic response. 


Precautions: Drowsiness may occur, and is usually 
due to the antihistamine effect. Occasionally this may 
also cause vertigo, pruritus and urticaria. Because of 
the low dosage, side effects with AristoMIn have been 
relatively infrequent and minor in nature. However, 
since Aristocort Triamcinolone is a highly potent 
glucocorticoid with profound metabolic effect, all pre- 
cautions and contraindications traditional to cortico- 


steroid therapy should be observed. Discontinuance of 
therapy must not be sudden after patients have been on 
steroids for prolonged pe riods. It must be carried out 
gradually orera pe riod of as much as 8 veral weeks. 


Further information available on request. 


Supply: Each Aristomix Capsule contains: 
Aristocort" Triamcinolone . 
Ascorbic Acid 


75 mg. 


Bottles of 30 and 100 


References: 1. Maurer, M. L.: Clinical Report, cited 
with permission. 2. Levin, L.: Clinical Report, cited 
with permission. 3. Gaillard, G. E.: Clinical Report, 
cited with permission. 
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AGE®&TOCORT IN ANTIHISTAMINE COMBINATION 


7 comments by 
clinical investigators: 
“I would conclude that Anistomix 
is truly a worthwhile aid in treating 


allergic problems.” 
Steroid-Antihistamine Compound LEDERLE “The results have been uniformly 
good. The patients have stated that 
their symptoms were very much 
™ relieved. I have not encountered any 
side reactions except from one 
- patient, who complained of some 
in drowsiness, which I attribute to the 
antihistamine.””* 
“In general... it is 
an excellent product. Over-all, it 
‘el appears to be more effective than 
re any simple antihistamine we have 
- used. Despite the fact that we 
employed it in the treatment of a 
variety of nonselected individuals 
and problems, we had excellent and 
ae good results in 25 of the 39 
patients.””* 
of 
on 
out 
nq. 
nq. 
ng. 
_ Gung x 65, injected with carbon-gelatin) 
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ie LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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around the clock ulcer control with B.1.D. dosage 


Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 

Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, ulcerative colitis, and 
other gastrointestinal disorders characterized by spasm, hypermotility, and hypersecretion. 


Dosage: 10 mg. b.i.d. (morning and evening). 


* 
DAR 
CASES RESPOND 
oxyphencyclimine hydrochloride 
Pfizer) Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1959. 2. McHardy, 


: G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 
Pfizer Laboratories Amer. J. Gastroenterol., in press. 4. Finkelstein, M., 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 6:423 (March) 1959. *Trademark 
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be cause people are different 


your obese patient needs individualized therapy 
The emotional and social pressures which intensify overeating prob- 
lems may vary considerably in your obese patients. Therapeutically 
sound individualization of antiobesity regimens is thus not only de- 
sirable, but also simply achieved with the different forms of Ambar. 


(methamphetamine and phenobarbital) ™™ Asmbar #1 Extentabs provide 10-12 hours of appetite suppres- 
sion in one controlled-release, extended-action tablet: methamphet- 
amine hydrochloride, 10.0 mg.; phenobarbital (1 gr.), 64.8 mg. 
Ambar #2 Extentabs (methamphetamine hydrochloride 15 


yieeeseen mg.; phenobarbital 1 gr.) for patients who require higher metham- 


EXTENTABS® AND TABLETS lif i; phetamine dosage. Ambar Tablets for conventional dosage or 


intermittent therapy are available in one strength only: each tablet 


t Cc t t p c oride 3 33 g. p e b b 
ontains me ha eta nine ydro , . , 
¥ eigh mood Yl 


tal (4 gr.) 21.6 mg. A.H. Robins Co., Inc., Richmond 20, Virginia. 
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allergic tears: 


Dimetane works in all symptoms of allergic rhinitis; and 
in urticaria, atopic and contact dermatitis. The summary 
conclusion of extensive clinical studies to date: Dimetane 
provides unexcelled antihistaminic potency with minimal 


side effects. Forms available: ORAL: Extentabs” (12 mg.),Tablets 
(4mg.), Elixir (2 mg./5cc.). PARENTERAL: Dimetane- Ten Inject- 
able (10 mg./cc.) or Dimetane-100 Injectable (100 mg./cc.). 
(Robins) A. H. Robins Co., Inc., Richmond 20, Virginia. 
[ea Ethical Pharmaceuticals of Merit Since 1878. 


(PARABROMDYLAMINE MALEATE) 


works! 
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MEYENBERG 
POWDERED Goal MiLK 
IS BACK IN 


FuLL SuPPLy |! 


OW YOU can prescribe Meyenberg Powdered Goat Milk, and your patients can get it 
anywhere. Palatable and portable, Meyenberg Powdered is extra convenient for travel- 
ing ...and costs less. Like Meyenberg Evaporated, Meyenberg Powdered Goat Milk is 

a medication of choice for cow’s milk allergy. In some cases, however, it is preferable to prescribe 
Meyenberg Powdered —as in the case of older children. Because Meyenberg Powdered tastes just 
like dairy-fresh milk, the transition from cow’s to goat's milk is a naturally simple one. Powdered 
or Evaporated, Meyenberg Goat Milk is nutritionally equal to cow’s milk in protein, fat, carbohy- 
drate and minerals. It provides a fine soft curd, 
readily digestible and free of crude fibers which 
may cause diarrhea. Always specify Meyenberg, 
your assurance of goat milk of the highest, most ‘aiaiond 
dependable quality. By Jackson-Mitchell Pharma- | sional Tablespoon | Fl. Oz. 
ceuticals, Inc.—serving the medical profession for 

25 years. 


Formulae MEYENBERG Powdered GOAT MILK 


POWDER WaTEa CALORIES FL. 07. 


Standard Formula | 1 Tablespoon | 2 FI. Oz. 20 


Increase caloric value as desired by the addition of a carbohydrate. 


FULL-SIZE TRIAL CAN AVAILABLE ON REQUEST 


Powdered in 14 oz. cans, Evaporated in 14 fl. oz. cans. 


JACKSON-MITCHELL Pharmaceuticals, Inc. 
10401-H Virginia Avenue, Culver City, Calif. 
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Products by Therapy Indications 


nalgesics and Narcotics 


\.P.C. with Demerol— Winthrop 
Darvon- Lilly 
Soma— W al lace 


ntacids and Intestinal Adsorbents 
\ludrox SA—Wyeth 

Creama!in— Winthrop 

Maalox--Rorer 


ntiallergics 
Ambodry] 


Anergex 


Parke-Davis 
Mulford Colloid 
\ristomin— Lederle 
Benadry!—Parke-Davis 
Dimetane—Robins 
Nalertan—Irwin, Neisler 
Triaminice—Smith-Dorsey 


ntiarthritics 
Anturan —Geigy 
Arthropan— Purdue-Frederick 
Benemid—Merck Sharp & Dohme 
Butazolidin—Geigy 
Pabirin—Smith-Dorsey 
Parafon with Prednisolone 


McNeil 


ntiasthmatics 
Bronkotabs—Breon 


The Original Tetracycline 
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A-157 

A-119 

A-182-183 

A-212 

Facing A-185; A-185 
A-34-35 

A-163 


sufficient supply of 


TETREX 


Phosphate Complex 


You may want TETREX to 
start therapy on the next 
patient you see with 


ileitis or colitis 


Clysmathane—Fleet 


Decadron—Merck Sharp & Dohme .. 
Elixophyllin—Sherman 
Medihaler-Epi—Riker 
Medihaler-Iso—Riker 
Nephenalin—Leeming 
Tedral—Warner-Chilcott 

Tedral anti-H—Warner-Chilcott 


Antibacterials 


Cosa-Tetrastatin—Pfizer 
llosone Sulfa—Lilly 


Mysteclin 


Antibiotics 


-V—Squibb 


Achromycin V—Lederle 


Chloromycetin 


Parke-Davis 


Chloromycetin Succinate—Parke-Davis 
Cosa-Signemycin—Pfizer 
Cosa-Tetracyn—Pfizer 

Erythrocin Ethyl Succinate— Abbott 
Gantrisin—Roche 

Kantrex—Bristol 


Tetrex—Bristol 


Anticholinergics 


Daricon- 


Pfizer 


Enarax—Roerig 
Milpath—W 
Milpath-200— Wallace 


(Continued on page A-192) 
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BONADOXIN Tablets relieve nausea anc om 
iting of pregnancy in 9 out of 10,'’ ften 
«within a few hours. 


gontrolled study of 620 cases rer rted 
that with BONADOXIN “toxicity and in oler 

ance [are] zero.”' BONADOXIN is rarely _opo- 
> opifig. It is free from the risks assoc ated 
with overpotent tranquilizer-antinause ants, 


NOTE: BONADOXIN has also been shown | ighly 
effective in relieving nausea and vomiting as 
$0Gfatec with: anesthesia, radiation sickness, 
Meniere's syndrome, labyrinthitis, cerebra| arte- 
rios¢lerosis and motion sickness. 
» tiny pink-and-blue sonavoxin tablet 
contains: 

Meéclizine HCi (25 mg.) . . . for antivertiginous, 
effects. 
Pyridoxine HCi (50 mg.) . . . for specific meta. 

bolic replacement. 

DOSAGE: usually one tablet at bedtime, Severe 
cases may require another dose on arising. 
SUPP&IED: tiny pink-and-biue tablets, bottles of 
25 and 100. Fruit-flavored, clear green syrip 
in 30 cc. dropper bottles. 
Infant colic? BONADOXIN DROPS are antispas- 
ic... stop colic in 84%,*'* without the 
(Sk of belladanna and barbiturates. 
Each cc. contains: 
Meclizine dihydrochloride ....... 833 mg 
Pyridoxine hydrochloride ........ 16.67 mg. 
‘Dosage: 


‘under 6 months... 0.5 cc. | 
.6 months to | or 3 times 
yeats........ 1,5 te2cc, contin 
“2toGyears .... fruit juice 
adults and or water 


children over 6... 1 tsp. (6 cc.) 


References: 1. Goldsmith, J. W. Med. 
40:99 1957, 2. Groskioss, HuiM.. et gis Chin 
Med, .2:885 (Sept.) 1955. 3.. Wein Aw Werner 

1955, 4, Orawtey, Ru. West. J. Surg. 8:463 (Aug 

1956) 5) Clin. Med, 2:223: (March) 

in We an Lowden, R 
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(tablets and drops) 


STOPS 

MORNING 
SICKNESS 


Pfizer & Co, Inc. 
for the World's Well-Being 
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Products by Therapy Indications—Continued 


Anticoagulants 


Actase—-Ortho ... 
Coumadin—Endo 


Antidiabetics 
DBI—U.S. Vitamin 
Diabinese—Pfizer ... 
Orinase—Upjohn 


Antidiarrheals 
Cremomycin—Merck Sharp & Dohme 
_Donnagel—Robins 
Donnagel with Neomycin—Robins 
Polymagma— Wyeth 


Antihistamines 


Perazil—Burroughs Wellcome 
Polaramine—Schering 


Anti-Inflammatories 
Sigmagen—-Schering 


Trilafon—Schering 


sufficient supply of 


TETR EX. k capsules 


+ PAT. NO. 2 
The ne Complex 


You may want TETREX to 
start therapy on the next 
patient you see with 


acute pharyngitis 


BRISTOL LABORATORIES INC. SYRACUSE, N. Y. 


A-126-127-128 
A-145 


A-85 


A-166-167 


A-102-103 


Antispasmodics 

Butibel—MeNeil A-193 
Ataractics 

Atarax—Roerig A-4l 
Deaner—Riker A-66 
Deprol— Wallace A-56-194-195 
Miltown— Wallace Facing A-96-97 
Phenergan— Wyeth A-16 
| Prozine—Wyeth A-110-111 
Tentone —Lederle A-49-50-51 


Facing A-120-121 


Cardiovascular Agents 


Cartrax— Roerig 

Digitalis—Davies, Rose Ron 
Diupres—Merck. Sharp & Dohme 

Equanitrate—Wyeth 

Harmonyl— Abbott Fa 
HydroDiuril—Merck Sharp & Dohme A-24 25 Cor! 
Inversine— Merck Sharp & Dohme A Der 
Miltown— Wallace Hyd 
Miltrate— Wallace Oxy 


Peritrate—Warner- Chilcott 
Protalba-R—Pitman-Moore 


Raudixin—Squibb 

Rautrax—Squibb A-112; Facing A. 1s ) 

Serpasil—Ciba 

Singoserp—Ciba Des 

Vistaril—Pfizer 
Effe 
Moe 


Choleretics and Hydrocholeretics 
Cholan— Maltbie A-74-5 
Decholin— Ames AY 
Decholin with Belladonna— Ames 4% 


Coagulants 
Mephyton—Merck Sharp & Dohme 4.132.133 
Contraceptives 
Ramses— Schmid Aly 


Dermatologic Preparations 


Desitin Ointment—Desitin Ad 
Diaparene—Homemakers Products 
Mycolog Ointment—Squibb AW 
Psoriacide— Doak All 
Selsun—-Abbott Facing A 
Diagnostic Aids 

Clinilab— Ames All 
Hyland GG-Test—Hyland AS 


Diuretics 
Esidrix—Ciba A269 


Enzyme Preparations 
Entozyme— Robins 


Geriatric Preparations 


Metrazol—Knoll 
Vita-Metrazol—Knoll 


Gynecologic and Obstetric Medications 


Bonadoxin—Roerig 


Engran—Squibb ...... 
Filibon—Lederle A 
Hyva —— Violet—Holland-Rantos All 
Iberol—Abbott .......... Facing A4 


Milprem— Wallace 
Mornidine—Searle ........... 
Natalins—Mead Johnson ............ 
Zactirin—Wyeth ............. AS 
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Products by Therapy Indications—Continued 


sufficient supply of 


ematini: A-105 TETR EX 


Imferon U.S. PAT. NO. 2,791,609 
Roncovil« Lloye A-121 The Original Tetracycline Phosphate Complex 


ormones and Steroids 


Cortrophin-Zine—Organon A-54-55 
Deronil Schering A-43 
Hydeltra-T.B.A.—Merck Sharp & Dohme A-144 
Oxylone — Upjohn A-109-112 


axatives. Enemas and Deconstipants 


Dorbane-—SchenLabs A-150 
Dorbanty!—SchenLabs A-150 
Doxidan—Lloyd A83 
Effergel —Stuart A-140 
Effersy! —Stuart A-141 | 
Modane Warren-Teed A-211l 
A-T45 
\y [Muscle Relaxants You may want TETREX to 
AYE Paraflex—McNeil A-% | 
Parafon—McNeil A129 | start therapy on the next 
patient you see with 
\13219 phthalmic Preparations infected wound or 
Decadron Sharp & Dohme Third Cover | 
Florinef Ophthalmic Solution—Squibb A-118 
Ophthocort—Parke-Davis A-12 aceration 
_ (Continued on page A-196) BRISTOL LABORATORIES INC. SYRACUSE, N. Y, 
AF 
Ad 
All 
ing A 
A-269 
Ad 
Ag 
Ad 
antispasmodic-sedative 
19019 
1781 quiets the spastic colon, through gentle se- 
‘a dation of BUTISOL Sodium” butabarbital 
“il ‘ complai nts sodium 15 mg. and the relaxing action of 
= fr react on natural extract of belladonna 15 mg. 
her stomach 


CUTIBEL TABLETS - ELIXIR - PRESTABS”® BUTIBEL R-A 
All (Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 
Philadeiphia 32, Pa. 
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in the depressed, unhappy patient 
PROMPTLY 
IMPROVES 


without excitation 


: ike cry 
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ACTS FAST TO RELIEVE DEPRESSION 
AND ITS COMMON SYMPTOMS: 


sadness, crying, anorexia, listlessness, irritability, rumination, 
insomnia, tension and anxiety. 


RESTGRES NORMAL SLEEP 


without hang-over or depressive aftereffects. Usually eliminates 
need for sedative - hypnotics. 


EFFICACY AND SAFETY 


CONFIRMED IN OVER 
3,000 DOCUMENTED CAS 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. 
Composition: Each light-pink, scored tablet contains 1 mg. 
2-diethylaminoethyl benzilate hydrochloride (benactyzine HCl) 
and 400 mg. meprobamate. 

References: 

1. Alexander, L.: J.A.M.A. 166:1019, March 1, 1958. 


2. Current personal communications; in the files of Wallace Laboratories. 
3. Pennington, V.M.: Am. J. Psychiat. 115:250, Sept. 1958. 


depression... 


® WALLACE LABORATORIES, New Brunswick, N. J. 


q 
4 
. 
J 
4 


to 
unknot 


spasmed 
muscles 


Tolyphy 


An effective three-way approach offering wider 
therapeutic range in the management of muscular 
spasticity due to dysfunction resulting from in- 
flammation or mechanical derangement. 


Mephenesin, physostigmine salicylate and atro- 
pine sulfate combine to affect both mind and 
muscle in spastic conditions of torticollis, fibro- 
sitis, lumbar myositis, rheumatoid arthritis, occi- 
pital headache, arthralgia, myalgia, bursitis and 
neuromuscular disorders. 


Tolyphy promotes tranquilization and muscular 
tonicity, and provides protective parasympa- 
tholytic action of atropine to provide safe, fast, 
effective relief. 

Dosage: Initially, two tablets, four times daily 


until maximum effect is achieved—then revised 
downward to meet the needs of the patient. 


Supplied: Bottles of 100 and 1000 tablets. Each 
tablet contains mephenesin, N.N.R., 0.5 Gm., physo- 
stigmine salicylate, 0.35 mg., atropine sulfate, 0.2 mg. 


Samples and literature 
to physicians on request 


CHICAGO PHARMACAL COMPANY 
Chicago, Illinois 
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Reducing Aids 
Ambar—Robins . Fe ng 
Amvicel-X—Stuart AS 
Biphetamine—Strasenburgh Ae 
lonamin—Strasenburgh Ady 
Levonor—Nordson AD) 
Obedrin—Massengill A646 
Preludin—Geigy 
Tenuate— Merrell Faci: 4-884 
Respiratory Medications 
Caytine— Lakeside 
Choledyl—Warner-Chilcott 
Sedatives and Hy pnotics 
Nebralin—Smith-Dorsey \-186-187 


Noludar— Roche 


Placidyl—Abbott Facing A-li 
Tranquilaxants 

Equanil— Wyeth A-174-15 

Trancopal— Winthrop Facing -200-2) 
Urinary Anti-Infectives 

Azo Gantrisin—Roche Ad 

Furadantin— Eaton \-176-17 

Mandelamine—Warner-Chilcott 

Pyridium—Warner-Chilcott 

Pyridium Tri-Sulfa—Warner-Chilcott A.153 
Vasodilators 

llidar—Roche As 

Priscoline—Ciba Fourth Cove 


sufficient supply of 


TETREX capsures 


The Original Tetracycline Pt 


sphate Complex 


You may want TETREX to 
start therapy on the next 
patient you see with 


sinusitis 


BRISTOL LABORATORIES INC. SYRACUSE, N.Y. 
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| Producis by Therapy Indications— Continued 


Vitamins and Nutrients 


g Redisoi -Merck Sharp & Dohme A- 
Rubramin PC Squibb A-70-71 
Sur-Bes with C—Abbott A-116 
Theragran—Squibb A-198-199 
AQ) 
A-64.65 
4-45.11) DIETARY 
Carnalac ~Carnation A-65 
Citrus Fruits—Florida Citrus A-139 
Dairy Products—National Dairy A-117 
A.) Evaporated Milk—Carnation A-65 
Evaporated Milk—Pet A-29 
\feat—American Meat A-101 
Meyenberg Goat Milk—Jackson-Mitchell A-188 
Qatmeal—_Quaker Oats A-89 
186-187 
INSTRUMENTS AND EQUIPMENT 
Cardiac Monitor—Medtronic A-116 
Diagnostic and Therapeutic Instruments—Birtcher A-189 
.,,.. | Electrocoagulation Forceps—Medtronic A-118 
174-155 Jet-Pak—Sprayon A-114 
200-201 Model 100 Viso-Cardiette—Sanborn . A-138 
Poly-Beam Recorder—Sanborn A-114 
Ranfac Thin-Wall Needles—Randall Faichney A-112 
\y Rib-Back Surgical Blades—Bard-Parker A-86 
176)" Stereo-Microscope— Bausch & Lomb A-114 
‘A Suction and Pressure Unit—Gomco A-180 
UT400 Ultrasonic Unit—Burdick A-118 
MISCELLANEOUS 
Lubafax—Burroughs Wellcome A-114 
As °50" Push-Button Truss—Akron Truss A-118 
A-17 


Cover Repetabs—Schering 


sufficient supply of 


TETREX capsures 


The Original Tetracyc 


e Phosphate Complex 


You may want TETREX to 


start therapy on the next 


patient you see with 


pneumonia 


BRISTOL LABORATORIES INC, SYRACUSE. N.Y, 


June 1959 


new 
Noludar 
300 


300 mg CAPSULES 


A good night's sleep can be described in 
dozens of ways, but ‘‘natural’’ comes clos- 
est to the kind of sound, refreshing sleep 
your patients will enjoy when you pre- 
scribe new NOLUDAR 300. Unsurpassed 
Safety... prompt action...6 to 8 hours of 
undisturbed rest . . . and a cheerful awak- 
ening without barbiturate ‘‘hangover”’— 
such is the quality of sleep with NOLUDAR. 
Safe, non-barbiturate, non-addictive, emi- 
nently free of even minor side reactions. 


DOSAGE: Adults—One 300-mg capsule before 
retiring. Do not exceed prescribed dosage. 
NOLUDAR®—brand of methyprylon 


in ued | 
| 
4 
Ne 
slept 
| log 
| 
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| 
| 
in 
vag . 
ROCHE LABORATORIES 
aha Division of Hoffmann-La Roche Inc 
|£3) Nutley 10, New Jersey 
A-197 


‘nutrition ... present as a modifying or complicating 


factor in nearly every illness or disease state”! 


the rationale 


in 
cardiac disease 


“B vitamins should be an inte- 
gral part of the treatment pre- 
scribed for any patient with 
cardiac disease. ... As a conse- 
quence of special low salt diets 
and diuretics prescribed to 
release the water held in the body fluids by an 
excess of sodium, the B vitamins are ‘washed 
out’ of the body with the salt, and the diffi- 
culties of the disease are compounded.’’? 


Each Theragran supplies: 


in 
infectious disease 


“There are ample, critical, sta- 
tistically significant studies to 
indicate that good nutrition is 
important for optimal resist. 
ance to infection, for a superior 
tissue capability to cope with 
disease and injury, and for maximum aniti- 
body formation.’’5 

“Fever also increases vitamin requirements, 
This is especially true of the B-complex and 
C vitamins. Liquid and soft diets, which are 
commonly prescribed early in disease, are 
inadequate in these vitamins. It is advisable 
to give supplementary vitamin capsules dur- 
ing the actual illness and convalescence."¢ 


VitaminA . . . . . 25,000 US.P. units 
VitaminD . . . . . 1,000 U.S.P. units 
H Thiamine Mononitrate. . . . . 10mg. 
Niacinamide . .... . . . 100mg. References :1. Youmans, }. B.: Am. J. Med. 
25:659, Nov. 1958. 2. Gertler, M. M.: Paper 
presented at Conference on Metabolic 
Factors in Cardiac Contractility, N. Y. Acad. 
| Calcium Pantothenate . . . . . 20mg. Sciences, New York City, N. Y., March 
Vitamin B,, Activity Concentrate . 5 meg. pull, 11-12. July Se 
| Lahey Clinic Bull. 11:12, July-Sept. 
| Dosage: 1 or more daily as indicated. 4. Spies, T. D.: J.A.M.A. 167:675, June 7, 
: Supply: Family Packs of 180. Bottles of 30, 1958. 5. Halpern, S. L.: Ann. N. Y. Acad. 
60, 100 and 1,000. Sci. $:147, Oct. 28, 1955. 6. Pollack, H., and 
Halpern, S. L.: Therapeutic Nutrition, 
CHES National Academy of Sciences and National 
, Research Council, Washington, D. C., 1952, 
THERAGEAN with Minerals p. 54. 7. Kountz, W. B.: Mod. Med. 25:102, 
available as THERAGRAN-M Aug. 1, 1957. 8. Sebrell, W. H.: Am. J. Med. 
(sQUIS@ VITAMIN- MINERALS FOR THERAPY) 25:673, Nov. 1958. 
bottles of 30, 60, 100 and 1,000 
capsule-shaped tablets and 
Family Packs of 180. 
Also available: Theragran Liquid, bottles of 
4 ounces; Theragran Junior, bottles of 30 and 100. 
POSTGRADUATE MEDICINE 
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in 
rheumatoid arthritis 
USK “It is our practice to prescribe 


“NJ 
a multiple vitamin preparation 
ASS 4 to patients with rheumatoid 
Vite arthritis [collagen disease] 


adequacy. . 

“Many rheumatologists now look for nutritive 
failure among the patients who have arthritis 
and other debilitating diseases.’ 


in 
degenerative disease 


“Most degenerative disease 
changes are believed to be 
related to disturbed nutrition. 
... Even though blood levels 
may be adequate [for vitamin 
A, vitamin D, thiamine, ascor- 
bicacid, and riboflavin]... many individuals will 
improve with supplementary administration.”""7 
“In chronic diseases ...in which there is a loss 
of appetite, dificulty in eating or abnormal 
metabolic demand, symptoms of B vitamin 
deficiencies also have been found frequently 
and should always be looked for in their 
management.’’8 


for the next patient you see who needs nutritional support 


Squibb Quality — the Priceless Ingredient 
‘Theragran’® is a Squibb trademark. 


June 1959 


SQUIBB VITAMINS FOR THERAPY 
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| antibiotic control 
under 
physician control 


A SINGLE ANTIBIOTIC ... permitting flexible, controlled dosage as needed... free from restrictions of fixed combinations... 
for optimum tetracycline levels ... unsurpassed effectiveness covering at least 90 per cent* of antibiotic-susceptible infections 
seen in general practice. 


Supplied: Capsules of 250 mg. with 250 mg. citric acid and 100 mg. with 100 mg. citric acid. 


Capsules 


Tetracycline with Citric Acid Lederle 


*Based on a tweive-month National Physicians Survey. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York (Gederts) 
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dysmenorrhea 


Trancopal 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 
quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 


research, is a new, orally administered 


nonhypnotic central relaxant and tranquilizer. 


It relieves muscle spasm in a variety of 


musculoskeletal and neurologic conditions 


and also exerts a marked tranquilizing effect 


in anxiety and tension states. 


Unrelated chemically to any other drug in 


current use, Trancopal offers a completely new 


major chemical contribution to therapeutics. 


ii Chlormezanone: 2-(4-chloropheny!)-3- 
methyl-4-metathiazanone-1-dioxide 
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Clinical studies of over 4400 patients 


by 105 physicians’ proved 


Trancopal remarkably effective in 


musculoskeletal conditions. 
anxiety and tension states. 


MUSCULOSKELETAL DISORDERS 
effective in 


of 1570 documented cases of 


LOW BACK PAIN 


(LUMBAGO, SACROILIAC DISORDERS) 


By relieving muscle spasm and pain, Trancopal permits early and 
active exercise and physical therapy to accomplish maximal benefits 


for rapid recovery. 


the first true tranquilaxant 
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BETTER TOLERATED AND SAFER THAN OLDER DRUCS INCIDENCE OF SIDE EFFECTS WITH 
1ts TRANCOPAL IN 4483 PATIENTS 
| With Trancopal there is no clouding of consciousness, no 


euphoria or depression. Even in high dosage, there is no 
perceptible soporific effect. Because it does not irritate gastric 
mucosa, it can be taken without regard to mealtimes. Admin- 
istration does not hamper work—or play. Blood pressure, 
pulse rate, respiration and digestive processes are unaf- 
fected by therapeutic dosage. Toxicity is extremely low. And 
Trancopal has a lower incidence of side effects than has 
zoxazolamine, methocarbamol or meprobamate. 


ANAIETY AND TENSION STATES 
effective in 


of 443 documented eases of 


DYSMENORRHEA 


AND PREMENSTRUAL TENSION 


Because of its exceptional calmative property, Trancopal “. . . allows 
the patient to use his energies in a more productive manner in 
overcoming his basic problems.”” 


Dosage: | or 2 Caplets (100 mg.) orally three or four times daily. Relief of 
§, symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


‘Sy 


: 
SIDE EFFECTS 2.3% | 
j 


Thoroughly evaluated clinically... 


Clinical studies of 4483 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 
emotionally upset patients than can any other chemotherapeutic agent in current use. 


MUSCULOSKELETAL 
CONDITIONS 


PSYCHOGENIC 
CONDITIONS 


1415 Patients 
TOTAL 4483 Patients 
MAJOR IMPROVEMENT 

INDICATIONS 84% 
Musculoskeletal 

Low back pain (lumbago) Disk syndrome 

Neck pain (torticollis, etc.) Fibrositis 

Bursitis Ankle sprain, tennis elbow, etc. 

Rheumatoid arthritis Myositis 

Osteoarthritis Postoperative muscle spasm 
Psychogenic 

Anxiety and tension states Asthma 

Dysmenorrhea Angina pectoris 

Premenstrual tension Alcoholism 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. +* 2. Ganz, S.E.: 
J. Indiana M. A. In press, * 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 


the first true tranquilaxant aia 
MUSCLE RELAXANT 
(0) ... Equally effective as a 
TRANQUILIZER 


(| LABORATORIES New York 18, New York 


trademarks reg. U.S. Pat. Off. Printed in U.S.A 


=) 
it 
| 
. (4191) 
€ 


adding ganglionic-blocking 


INVERSINE 


MECAMYLAMINE HC! 
often makes possible a lessening of cardiovascular-renal damage, 


regression of the basic disease, and prolongation of life 


“unnecessary delay must be avoided in establishing ganglion blockade in severe or malignant hypertension” 
Beem, J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958. 


when the response to other hypotensive agents is inadequate ... 
Ay and further reduction of blood pressure is desirable . . . 

4191) 


relieve high blood pressure and its manifestations 


INVERSINE 


MECAMYLAMINE HCl 


for moderate, severe, and malignant hypertension 


“When employed under carefully 

proper regulation of dosage, mecamylamine #—NVERSINE’] may be expected to 
reduce blood pressure effectively and to ameli@gate various manifestations of hyper- 
tensive-cardiovascular disease. These include gfi¢h symptoms as headache, dizziness, 
vertigo, hypertensive encephalopathy, cerebral or subarachnoid hemorrhage, retin- 
opathy, cardiac hypertrophy and, in some eases, cardiac decompensation.” 


A.M.A. Council on Drugs, New and Nonofficial Drugs: Philadelphia, J. B. Lippincott Co., 1958, p. 285 
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GREATLY IMPROVED GANGLIONIC BLOCKING . 


‘INVERSINE’ 


of the orally effective blocking agents, only ‘INVERSINE’ is completely and 
uniformly absorbed 


because it is uniformly absorbed, ‘INVERSINE’ provides predictable, reproducible 
effects with minimal day-to-day fluctuations 


has a gradual onset of effect, reducing the likelihood of sudden drops in blood pressure 


effective in extremely low dosage (orally, 10 mg. ‘INVERSINE’ is approximately 
equivalent to 100 mg. pentolinium, 80 mg. chlorisondamine, 1000 mg. hexamethonium) 


has a long duration of action (6 to 12 hours or longer), permitting convenient 
dosage schedules 


development of tolerance is not as pronounced as with other ganglionic blocking drugs 


effective in many patients who do not respond to other ganglionic blocking drugs 


pretreatment with ‘Diuril’, or ‘Diuril’ and rauwolfia, enhances therapy with ‘Inversine’ 


“Pretreatment with chlorothiazide [‘DIURIL’] and rauwolfia reduces the dosage requirement, 
augments blood pressure response, and moderates certain of the side effects of ganglion blocking agents. 
Although such basal therapy is advantageous, unnecessary delay must be avoided in establishing 
ganglion blockade in severe or malignant hypertension.” 

Beem, J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958 


dosage recommendations for new patients 


1. Initiate therapy with ‘DIURIL’ erably after meals. May be increased by 2.5 mg. 


‘DIURIL’ is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day, 
depending on severity of the hypertension. 


2. Add other agents 

Other drugs (rauwolfia, ‘INVERSINE’, hydrala- 
zine, etc.) are added as necessary and their dosage 
adjusted according to patient response. 


‘INVERSINE’ is given in the same manner whether 
used with other drugs or alone. Recommended 
initial dosage is 2.5 mg. twice a day, pref- 


at intervals of no less than two days until desired 
response is obtained. In severe or urgent cases, the 
increments may have to be larger or more fre- 
quent, with the largest dose given preferably at 
noon or in the evening. ‘INVERSINE’ is extremely 
potent and should always be titrated according to 
the patient’s orthostatic blood pressure response. 


3. Adjust dosage of all medication 
The patient must be observed frequently and care- 


ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


Precautions: Side effects of ‘INVERSINE’ are essentially the same as those encountered 
with other ganglionic blocking agents. At the first sign of constipation, vigorous treat- 
ment must be initiated immediately since paralytic ileus may result if constipation is 
unchecked. Patients should be informed how to cope with postural hypotension should this 
occur. ‘INVERSINE’ is contraindicated in coronary insufficiency, organic pyloric stenosis 
and recent myocardial infarction. Additional information on ‘INVERSINE’ and ‘DIURIL’ 


is available on request. 


Supplied : ‘INVERSINE’, tablets of 2.5 and 10 mg. Bottles of 100. 
‘DIURIL’, tablets of 250 mg. and 500 mg. Bottles of 100 and 1000. 
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The incidence ot 


multiparas' 


to meet her greater needs for diet supplementation 
Natalins Basic 


Natalins Comprehensive 


Vitamins and minerals, Mead Johnson 


Vitamins and minerals, Mead Johnson 


both extra generous in iron, ascorbic acid and calcium 


In a study' of over a thousand obstetrical 
patients, anemia was found to occur with 
50% greater frequency in multiparas than in 
primigravidas. And it was found that anemia 
often indicates other nutritional deficiencies 
as well... Natalins Comprehensive tablets 
supply 12 vitamins and minerals and Natalins 


1. Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61: 71-74 (Jan) 1957 


Basic tablets supply 4 vitamins and minerals 
... both are formulated to meet the special 
needs of multiparas by supplying generous 
amounts of elemental iron (40 mg. per tab- 
let), ascorbic acid (100 mg. per tablet) and 
calcium (250 mg. per tablet). 

Convenient, one-a-day tablet dosage. 


\ Mead Johnson 


Symbol of service in medicine 


two prenatal supplements | 
3 
NA-1059M 
| 
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MODANE’s danthron as- MODANE'’s calcium pan- 


sures it — gently, safely, over- tothenate aids neurohumoral 


night — with no whipping of rehabilitation of the atonic 
the already exhausted bowel. bowel. 


/ 


but 
relief is 

half 
| de-constipation 


—and relief is all that most MODANE Tablets (Regular and Mild) 
‘ _ and Liquid. Adult Dose — one tablet or 
laxatives offer ful immediately after the eve- 
ning meal, Child dose — see literature. 


i 
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THE WARREN-TEED PRODUCTS 


COMPANY 
COLUMBUS 8, OHIO 


Dallas Chattanooga Los Angeles Portland 


lim 
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| de-constipation 
| 
A-211 


for fast, comprehensive relief of hay fever distres. 


ENADRYL 


action relieves nasal blockage, rhi 
ANTIHISTAMINIC-ANTISPASMODIC 

rhea, sneezing, itching, and relat 
allergic reactions, while its atropine-like antispasmodic action suppresses bronchial and gastroint: 


tinal spasm. BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is availal 


You can help your allergic pati: 
to enjoy greater comfort during | 
hay fever season by prescribi 
BENADRYL. Its potent antihistami 


= 


a in a variety of convenient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., with ephedri 
a sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 10 mg. per 4 cc.; and Emplets,® 50 mg. each, for delay: 
action. For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 10 mg. per cc.; and Ampoul: 

50 mg perce. 
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PARKE, DAVIS & COMPANY DETROIT 32, MICHIGA 


» 92359 
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Technical Exhibits — In Print 


Abbott Laboratories 
Selsun; Iberol 
Placidyl; Harmony] 

American Meat Institute 


Facing A-48-49 
Facing A-144-145 


Meat A-101 
Ames Company, Inc. 

Decholin A-96 
Ayerst Laboratories 

‘PMB-200 A-113 
Bard-Parker Company, Inc. 

Rib-Back Blades A-86 
Birtcher Corporation, The 

Diegnostic and Therapeutic Instruments A-189 
Breon, George A., and Company 

Bronkotabs A-98 
Bristol Laboratories, Inc. 

Kantrex Facing A-16-17 

Tetrex A-94-149-189-192-193-196-197-213-214 
Burroughs Wellcome & Company, Inc. 

Perazil A-85 
Carnation Company 

Carnalac; Evaporated Milk A-65 
Chicago Pharmacal C ‘ompany 

Tolyphy A-196 
Ciba Pharmaceutical Products, Inc. 

Esidrix A-26-27 

Singoserp A-122-123 

Priscoline Fourth Cover 
Davies, Rose and Company, Ltd. 

Digitalis A-161 
Desitin Chemical Company 

Ointment 
Eaton Laboratories 

Furadantin 


A-176-177 


Your copies of 
Postgraduate 
Medicine 


are valuable 


KEEP THEM FOR READY REFERENCE... 


Custom-made for PosTGRADUATE MEDICINE, these binders 
will keep your copies clean, orderly and readily accessible 
for reference. Rich appearance of dark blue simulated 
leather cover and gold leaf embossed lettering make 
these binders a distinctive companion for your finest 
bindings. Gold foil provided for writing in volume number 
and year. Binders sent postpaid, carefully packed; 2 for 
$5.00, 4 for $9.50. 


© Keeps current issues protected yet readily accessible 
© Sturdy and attractive for your desk or library shelf 
@ Each binder holds one volume, 6 issues of PosTGRADUATE MEDICINE 


PostcrapvaTe MeEpicine 
@ Essex Bidg., Minneapolis 3, Minn. 
° 2 Volume Binders $5.00 4 Volume Binders $9.50 
Enclosed is $. for. binders to be sent postpaid 

x 
w Name 
QO Address 
4 
0 City Zone. State. 
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Endo Laboratories, Inc. 


Coumadin __. A-145 
Fleet, C. B., Co., Inc. 

Clysmathane A-108 
Florida Citrus Commission 

Citrus Fruits . A-139 
Geigy Pharmaceuticals 

Preludin A-45 

Gomco Surgical Mfg. C orporation 

Suction and Pressure Unit A-180 
Homemakers Products Div., Geo. A. Breon & Co. 

Diaparene A-215 
Hyland Laboratories 

GG-Test A-94 
Irwin, Neisler & Company 

Nalertan A-34-35 
Jackson-Mitchell Pharmaceuticals 

Meyenberg Goat Milk A-188 
Knoll Pharmaceutical Company 

Metrazol A-88 
Lakeside Laboratories, Inc. 

Caytine .. A-104 

Imferon A-105 
Lederle Laboratories 

Tentone A-49-50-51 

Filibon A-137 

Aristomin A-182-183 

Achromycin V A- 


Leeming, Thos., & Company 


Nephenalin A-115 
Lilly, Eli, & Company 


Darvon A-33 


sufficient supply of 


TETR EX. \ capsules 


PAT. NO 


The Ph Complex 


You may want TETREX to 
start therapy on the next 
patient you see with 


“strep” throat 


BRISTOL LABORATORIES INC. SYRACUSE, N.Y. 


A-213 


ie 
i 
\| 
representative 
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Technical Exhibits—Continued 


Lloyd Brothers, Inc. 


Merck Sharp & Dohme, Div. Merck & Company, Inc. 


Doxidan ......... A-83 
Roncovite .... A-121 
{ McNeil Laboratories, Inc. 
Peramex ........ A-95 
Butibel .......... A-193 
iy { Maltbie Laboratories, Div. Wallace & Tiernan, Inc. 
Cholan A-74-75 
The S. E., C ompany 
4 Obedrin ... Facing A-64-65 
Mead Johnson & Company 
| Natalins A-204 


Decadron _. Second Cover; Third Cover 
HydroDiuril A-24-25-170-171 
Diupres rer A-38-39 
Benemid ... A-67-68 
Redisol A-99 
Mephyton a A-132-133 
Hydeltra-T.B.A. A-14 
Cremomycin .... A-181 
Inversine A-201-202-203 
Merrells The Wm. S .. Company 
Tenuate Facing A-88-89 
Mulford Colloid Laboratories 
Anergex A-119 
Mutual Benefit Life Insurance wanneiiet The 
Life Insurance A-169 
National Dairy Council 
Dairy Products A-117 
Nordson Pharmaceutical Laboratories, Inc. 
Levonor ... A-21 
Organon, Inc. —Cortrophin- Zine A-54-55 
Ortho Pharmaceutical 
Ortho-Gynol . 


sufficient supply of 


TETREX 


U.S. PAT. NO. 2,791 


The Original Tetracycline Phosphate Complex 


You may want TETREX to 
start therapy on the next 
patient you see with 


acute bronchitis 


BRISTOL LABORATORIES INC, SYRACUSE. N.Y, 


Parke, Davis & aay 


Ophthocort ..... 12 

Chloromycetin .......... 64 

Chloromycetin Succinate 

A212 
Pet Milk Company 

Evaporated Milk 29 
Pfizer Laboratories, Div. Chas. Pfizer & Co., Inc. 

Cosa-Tetracyn ......... 

Diabinese A-72.73 

A-135 

Cosa-Tetrastatin A142 

Daricon .. . A-184 

Cosa-Signemycin A-207 
Pitman-Moore Company 

Protalba-R 
Purdue-Frederick Company, The 

Arthropan \-9 
Quaker Oats Company, The 

Oatmeal A-89 
Riker Laboratories, Inc. 

Deaner A-66 

Medihaler-Iso; Medihaler-Epi A-159 
Robins, A. H., Co., Inc. 

Entozyme ... A-36 

Donnagel A-87 

Ambar; Dimetane Facing A-184-185 

Dimetane A-185 
Roche Laboratories, Div. Hoffmann-La Roche, Inc. 

Azo Gantrisin ..... 

A-69 

Gantrisin . A-134 

Roerig, J. B., and ‘Company 

Atarax ... .. A--4l 

Enarax 


It you Change 
YOUR ADDRESS 


Won't you please notify us 
as far in advance as possible. 
Send your old address to- 
gether with the new. 


Copies mailed to your old 
address will not be forwarded 
by the Post Office unless you 
provide the Post Office with 
the forwarding fee. 


Send your change of address to 


POSTGRADUATE MEDICINE 
Essex Bldg., Minneapolis 3, Minn. 


POSTGRADUATE MEDICINE 
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\ artrax ees A-148 
A-190-191 
er, William H., Inc. 
A-106 
Sanborn Company 
Viso-Cardiette .... A-138 
Saunders, W. B., Company 
Medical Books A-31 
SchenLabs Pharmaceuticals, Inc. 
Dorbane; Dorbantyl A-150 
Schering Corporation 
Repetab A-17 
Deronil ... A-43 
Sigmagen _A-102-103 
Trilafon Facing A-120-121 
Polaramine . A-166-167 
Schmid, Julius, Inc. 
Ramses A-120 
Searle, G. D., Company 
Mornidine 
Sherman Laboratories 
Elixophyllin 
Smith-Dorsey, Div. The Wander Company 
Pabirin 
Triaminic 
Nebralin 
Squibb, E. R., & Sons, Div. Mathieson Chem. Com. 
Mycolog ... A-19 
Engran A-37 
Rubramin PC A-70-71 
Raudixin 
Mysteclin-V A-124-125 
Rautrax Facing A-136-137 
Delalutin A-178-179 
Theragran A-198-199 
Strasenburgh, R. J., Company 
Biphetamine; Ionamin 


EFFECTIVE TREATMENT 
AND PREVENTION OF 


A-172-173 


Stuart Company, The 
Amvicel-X A-53 
Effergel; Effersy! A-140-141 
Upjohn The 
Orinase .... 
Oxylone .. 
Wallace Laboratories, Div. Carter Products, I Inc. 
Deprol 
Miltrate 
Milpath 
Miltown Facing A-96-97 ; 168 
Milprem A-107 
Soma 
Deprol 
Warner-Chilcott Laboratories, 
Div. Warner-Lambert Pharmaceutical] Co. 
Tedral : 
Tedral Anti-H 
Choledy! 
Pyridium 
Pyridium Tri-Sulfa 
Mandelamine 
Peritrate 
Warren-Teed Products aaa, The 
Modane 
Winthrop Laboratories 
Creamalin 
A.P.C. with Demerol 
Trancopal 
Wyeth Laboratories 
Phenergan 
Polymagma . 
Zactirin 
Prozine _. 
Aludrox SA . 
Equanil 
Equanitrate 


Diaper Rash 4 


as 
@ HOMEMAKERS PRODUCTS DIVISION © GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, W. Y. 
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common denominator: a.p. 


Worlds apart— plumber, 
pediatrician, press agent, 
counterman—these people have one 
thing in common: angina pectoris. 
Each one is receiving Peritrate 

20 mg. q.i.d. as “basic therapy,” 
providing long-acting coronary 
vasodilatation for fewer, less severe 
attacks, increased exercise 
tolerance, and reduced 
nitroglycerin dependence. 


In one or another, however, 
underlying apprehensions, sudden 
stress situations, unpredictable daily 
schedules call for “basic therapy” 
plus individualized treatment. 

Broad coverage protection for 
each patient is afforded by a 
Peritrate formulation in terms of 


daptable 
ectoris 


® 
“basic therapy” 
for the apprehensive patient 
brand of pentaerythritol tetranitrate Peritrate with Phenobarbital 
for congestive failure 
Peritrate with Aminophylline 
for convenient 24-hour protection 
Peritrate Sustained Action 
MORRIS PLAINS. N.J, to relieve the acute attack 
Peritrate with Nitroglycerin 
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"treats more patients more effectively 


in corticosteroid effectiveness 


— 
= 
new orge ‘ — 
A recent halmology’ concludes 
_DECADRUN “otters a superior aegree or ant-inflammatory effect witha 
Nate: Corticosteroid therapy is contraindk dendritic ulcer, herpes simplex and fungal keratitis, © 4 
DIVISION OF-MERCK & CO. tnc., PHILADELPHIA 1, PA, if 


SUMMIT, N. J. 


improved 
peripheral 
blood flow | 
now sustained 
for 12 hours 
with just one 


Priscoline 


Lontab 


Improved circulation to the ex- | 


tremities can now be sustained © 
all day or all night with just one 

Priscoline Lontab. Exclusive 

Lontab formulation offers rapid 

initial effect, steady, prolonged 

increase in blood flow to the 

extremities when circulation is 

impaired. Lontabs keep hands 

and feet warm without the chill 

periods of intermittent medica- 

tion in patients with arterio- 

sclerotic peripheral vascular 
disease, Raynaud's disease, 
thromboangiitis obliterans, post- 
operative and postpartum 
thrombophlebitis and similar 
conditions. 


One Priscoline Lontab every 12 hours. 


Priscoline Lontabs, 80 mg. 
(15 mg. outer snell, 65 mg. inner core). 


evter shell 
actually contains ini- 
tial dose of medico- 
tion which is immedi- 
ately released for 
tapid vasodilating 


Unique Lontab core 
designed to release 
medication grodvally, 
sustaining vasodilat- 
ing effect as long as 
12 hours. 


7817 


PRISCOLINE® hydrochloride (tolazoline hydrochloride CIBA} 
LONTABS® (long-acting tablets CiBA) 
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